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THE PSYCHOLOGY OF THE SICK MAN 
PRESIDENTIAL ADDRESS, AMERICAN SURGICAL ASSOCIATION, MAY 24, 1926 
By Joun H. Grppon, M.D. 


OF PHILADELPHIA, Pa. 


IN CHOOSING for my subject the Psychology of the Sick Man, I propose 


to avail myself of one of the privileges of the office and indulge in broad 
philosophical wanderings over the realm of medicine as some of my prede- 
cessors have done, and I think to advantage. 

I should first like to offer as a proposition that the advancement of the 
art of surgery will not come with the invasion of new anatomic fields nor with 
the further perfection of technic, except in the field of anzsthesia, but will 
come with increased knowledge of the cause and prevention of disease, with 
the improvement in diagnostic methods, with the exercise of better surgical 
judgment and with a broader knowledge of general medicine. This may 
prove a poor prophesy, but you will agree that the sources from which I have 
indicated advancement might come, certainly represent fields in which we 
particularly need to work. 

It is a trite statement that the more a surgeon knows of general medicine 
the wiser surgeon he is, but with our present-day methods of education and 
the arrangement of our interne services and apprenticeships, the foundation 
on which the young surgeon has to build, is too narrow. It would be far 
better for the young man if he could forget during this preparatory period 
that he is to become a surgeon and devote himself to the acquirement of as 
broad a knowledge of medicine as possible. It must be understood at the 
outset that I am looking on surgery as an art and the man who practices it as 
one upon whom his fellow-man can call in time of need and expect to find a 
practical man possessing not only knowledge but wisdom. Who of us if sick 
would choose as his physician a scientist? Who would not choose the man 
best versed in the art of medicine, one who utilizes all that science can give 
him and who is capable of applying his knowledge in a practical way and who 
has had a broad experience in the practice of his art? I would not be under- 
stood to decry scientific research since modern surgery owes to it its being, 
but the scientist is a poor physician largely because of his limited field of 
vision and experience. 

It is of the psychology of the patient, however, that I want to speak at 
some length, as I believe it is a matter to which the average surgeon pays little 
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attention and this little subconsciously. It is not exactly a neglected subject; 
for instance, much of the good to be derived from Crile’s “ anoci-association "’ 
is due to the consideration given to the mental state of the patient. Every 
surgeon needs to consider the patient’s attitude toward his ailment, and should 
be able to distinguish to a certain extent the imaginary from the real symp- 
toms. He should know how to help the patient rid himself of those which 
are not real and also how to avoid inspiring or augmenting them. 

The layman to-day likes to think he knows something about disease and 
its treatment and is very apt to think he is in a position to decide the type of 
treatment which his peculiar kind of malady requires. The man who is 
sick, or who thinks he is sick, is most susceptible to suggestion, is keen to 
put his own interpretation on a chance word, an expression of the face or a 
single laboratory finding; with the result that he is, at least mentally, either 
better or worse. Nothing is more impressionable than the mind of a sick man 
and it is the realization of this fact and the use of it to their own ends that 
has caused the quacks of all ages to prosper. It is to the exploitation of this 
human weakness that Christian Science, Osteopathy and Chiropracty owe 
their success. 

Every practitioner of medicine should understand something about psy- 
chology, about hysteria and about psychotherapy. He should know what 
havoc imagination can work, what feeds it and how it can be suppressed 
Many a physician or surgeon in taking a history by suggestive questioning, 
by explaining to the patient, under the idea that he is being perfectly frank 
and honest, the result of certain laboratory studies and by giving in detail the 
necessary treatment, may very easily be adding to his patient’s suffering 
Many of our modern methods of study have this effect. The various com- 
mercial societies and companies which have sprung up all over the country 
urging the healthy as well as the sick, to subject themselves, often through 
the medium of the mail, to a thorough examination of all their functions at 
stated intervals, and then put the results into the patient’s own hands are 
doing much more harm than good. Such examinations by a conscientious 
and capable physician who can also study the mental attitude of the patient 
would be an entirely different thing and produce only good results. [ am 
always sorry for the poor patient who turns up with his X-ray plates, his 
history and the reports from the various laboratories in his hands and then 
tries to make his symptoms correspond to them. When one tries to reassure 
him he comes back with, “ Well, how do you explain the shape and position 
of my colon in these plates?” or “ But the réntgenologist says that I have 
chronic appendicitis,” or “ How can I get rid of those streptococci in my 
bile? You ought to see my bile.” How much better off and how much easier 
to cure is the poor human derelict who comes into the ward not knowing a 
thing about himself, or the intelligent man who puts himself confidently in the 
hands of his physician and does not want to know all about the “ findings.” 
Under the mistaken idea of honesty many of our specialists are making 
neurasthenics of their patients and I sometimes think that behind a good 
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deal of their frankness is the desire to impress the patient with their profound 
knowledge and thoroughness. Pope must have had in mind the “ Malade- 
Imaginaire ” when he wrote: 
“A little learning is a dangerous thing; 
Drink deep, or taste not the Pierian Spring; 
There shallow draughts intoxicate the brain, 


And drinking largely sobers us again.” 


and Donne, I am sure, was thinking of the neurasthenic when he said, “ Who 
are a little wise, the best fools be.” 

Much of the sex hygiene taught in schools is presented in such a way as 
to do enough harm in certain cases to offset all the good it does in others. 
I can sympathize with the poor mother who wrote as follows: “ Dear Teacher, 
Don't learn Mary no more about her insides. It’s rude and it don’t do no 
good.” It is just as important for a surgeon to realize the possibilities of 
suggestion as it is for any other practitioner of medicine. 

That well-trained physician and neurologist of Guy’s Hospital, Arthur F. 
Hurst says: “ I believe that the most common source of suggestion of hysteri- 
cal symptoms is some organic disease or injury, the symptoms resulting from 
which are perpetuated or aggravated by autosuggestion, sometimes with the 
help of the unconscious hetero-suggestion, produced by the questions and the 
treatment recommended by the physician if he does not recognize the true 
nature of the condition. When thus produced, hysterical symptoms always 
simulate organic symptoms which preceded them more or less closely. In 
many cases when a certain degree of improvement has occurred in the original 
organic condition, a mixture of an organic basis with a superimposed hys- 
terical element is present. I believe that this is a much more common event 
than is generally supposed, and that every organic incapacity tends to suggest 
a greater incapacity.” 

A good surgeon must be a good diagnostician and should not operate 
on someone else’s diagnosis. If he is not capable of diagnosing the diseases 
he treats, he should not treat them. 

In the training of the student and young surgeon, too much stress is laid 
on surgical technic and too little on the pathology and natural history of 
disease and on diagnosis. Diagnosis by exclusion is an excellent plan, but 
we surgeons too often make this a physical exclusion. In other words, 
in order to make a diagnosis of a neurosis, it should not be necessary 
to remove first the appendix, then the gall-bladder and then the colon. 
This method of reaching a diagnosis, which neurologists like to think of 
as being the surgical method, not only is of no value but by the time the 
correct diagnosis is made the patient is often beyond hope or he becomes 
one of the much lauded cures of Christian Science or Osteopathy. Just to 
illustrate that I am not indulging in exaggeration, I should like to refer to the 
case of a nervous, but fat and healthy-looking young man, who for a number 
of years had been in the hands of different internists who treated him largely 
for mucous colitis. He was sent by his physician, who was at the end of his 
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string, to a surgeon with a diagnosis of chronic appendicitis. This was in 
1919. There was little evidence of appendicitis but there was present an 
incomplete hernia. This was operated upon and the appendix removed 
through the sac. During the next two and a half years this patient continued 
to complain of vague and indefinite upper abdominal symptoms and was 
examined and treated by a great many physicians. The surgeon who oper 

ated upon him in the first instance doubted the existence of a lesion, but the 
patient had been to a large sanatarium where his X-ray plates were shown 
and explained to him as indicating undoubted disease of the gall-bladder, 
and he was told that operation was imperative. He was then carefully stud 

ied by a very capable gastro-enterologist who also advised operation in spite 
of his undoubted neurotic symptoms. His upper abdomen was opened and 
the gall-bladder and ducts as well as the stomach and duodenum found to be 
absolutely normal. These negative findings instead of being a comfort to 
the patient, only disturbed him the more and he sought advice of another 
surgeon eighteen months later. This surgeon operated and found his gal! 

bladder and duodenum adherent, but no other lesion, and removed his gall- 
bladder. This was in May, 1923. He was “cured” for a brief season, but 
his symptoms returned and later another surgeon operated upon him for 
“ adhesions ” which were separated and the colon fixed between the duodenum 
and the liver. This did not relieve the situation, however, and within a year, 
on the advice of a distinguished internist, who thought that he might have a 
duodenal ulcer, in spite of the fact that he had had three previous operations 
by experienced surgeons, he was again operated upon. No ulcer was found 
but the distal portion of the stomach removed. At the present time he is 
being treated by a specialist for infection of the gums. Every one of the 
four surgeons who operated upon this man, was a Fellow of this Association, 
myself, I am ashamed to say, one of them. This is not an unusual story, 
but I do not think we learn the lesson which these cases teach. We study our 
physical results, we take pains to eliminate or lessen the operative risks, but 
would it not be well to go into the psychologic and gastro-enterologic clinics 
occasionally and see some of the results of our mistakes in diagnosis and treat 

ment? Would it not be well to have the neurologist see some of these cases 
before rather than after operation? Oh, I am sure that I am not wide of 
the mark in insisting that surgical results can be improved by a familiarity on 
the part of the surgeon with the various neuroses, psychoses and hysterias. | 
realize that many useless and harmless operations such as the removal of the 
colon are being done on the insane at the behest of a few unbalanced psychiat 

rists with the idea of actually curing the mental disease. No insane patient 
is ever cured of insanity by a surgical operation done on his abdominal or on 
her pelvic viscera and the neurotic and hysterical patient is invariably made 
worse ultimately by such operations, which very rightly bring discredit on 
surgery. It, of course, goes without saying that the insane patient and the 
neurasthenic, who has a real surgical lesion, should have exactly the same 
treatment which is given a mentally normal person. 
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In every contact with the patient the surgeon must constantly bear in mind 
the effect his words and actions may have. Internes and nurses need to have 
this strongly impressed on them, and here example is better than precept. 
A perfectly normal woman was recently troubled, upset and disturbed after 
a colon resection for cancer by her physician who said, “ Now it is all out 
and if you don’t get an obstruction, you will be all right.” Of course, with 


sé 


every subsequent “gas pain” she thought that the obstruction had arrived. 
A surgeon should inspire confidence, assurance and faith, and must be pre- 
pared to justify them with a sympathetic and conscientious exhibition of 
ability. A visit made to a patient after an operation which does not leave 
him cheered, comforted and more hopeful, had better never been made. 
It should always be realized that an indiscreet word, an anxious look or a 
lugubrious manner will leave the patient depressed, worried and full of fear. 
In the practice of surgery wisdom is as necessary as knowledge and not so 
easily acquired. “ Knowledge comes but wisdom lingers.” 
“ Knowledge is proud that he has learned so much; 
Wisdom is humble that he knows no more.” 


lan Hay, in a recent address to the students of Guy’s Hospital, talked 
on the “ Human Touch,” and said among other good things, “ Tell the patient 
something that will keep his imagination from soaring into the regions of 
unhealthy speculation.” I would only add that we should avoid saying or 
doing anything that would turn the mind into these unpleasant channels. 
We surgeons every day have to tell poor, suffering, nervous humans unpleas- 
ant and disturbing facts, but let us tell them as we would have them told to 
us. Lying is not necessary and is a poor policy, if for no other reason than 
that it sooner or later is discovered and destroys confidence. No rule can be 
laid down, but the patient’s mental attitude and the effect upon it by what is 
said, must be considered. 

During convalescence codperation on the part of the patient is most 
helpful and sometimes an absolutely essential element in restoring health and 
function. Cheering friends tell our abdominal cases that they will not “ get 
over the effects of the operation for a year” and some of them will try their 
best to carry out the program. Tell a patient after a fracture of the leg that 
he will be lame for six months, and whether he needs to or not, he will limp 
for the allotted time. Limps in the absence of shortening or fixation are 
nearly all hysterical and can be readily overcome. 

Not only should the surgeon know something of the neuroses, but he 
should be able to recognize the various manifestations of hysteria and realize 
their close resemblance to the symptoms of real surgical lesions. We have all 
known patients to undergo repeated operations for hysterical vomiting and 
for hysterical intestinal obstruction and then to be disappointed because 
further operations were refused. 

In the field of traumatic and industrial surgery, something more is 
required than a knowledge of surgery. The surgeon in this field must be able 
to distinguish the real sufferer, the hysterical sufferer and the malingerer, and 
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the last is the most infrequent and the second much more common than is 
generally believed. Even in many cases involving compensation or litigation 
the apparent malingerer is not a malingerer at all, but suffering from hysteria 
the result of suggestion at the hands of friends, of fellow-workers, of his 
legal adviser and of partisan medical experts. This fact is pretty generally 
known, but do we realize how often it applies to cases in which there is no 
question of litigation? We must get over the idea that hysteria will always 
produce the physical stigmata of Charcot. Babinski and others have shown 
the fallacy of such an idea and that a perfectly normal person can suffer 
from hysteria. We surgeons can, in our own experience, amply illustrate 
this fact. The hysterical incapacities after operation and injury are every 
day occurrences, and although we may not designate them as hysterical, we 
prevent and cure them by suggestion and persuasion, and in doing so we are 
practicing psycotherapy, although we may not realize it. 

I shall always feel indebted to Sir William Osler for suggesting a visit 
during the War to a neuropathic hospital in charge of Colonel Hurst, for 
here I learned in one morning a great deal about hysterical spastic palsy, 
which has proved of great value since. There are hundreds of men, women 
and children wearing apparatus or submitting themselves to repeated opera 
tions for this condition, who could be easily cured by suggestion. These ar: 
the patients who largely represent the cures accomplished at Lourdes, at Ste 
Anne de Beaupre and at other shrines and by the bone-setters and the Christian 
Scientists. That these poor people get into this apparently hopeless condition 
is due largely to the fact that the nature of their affliction is never properly 
diagnosed or because we do not know how to prevent or cure it. I saw 
many cases of perfectly honest British “ Tommies” who had suffered for 
months, and some for years, from these palsies for which some of them had 
been discharged from the army as incurable, cured in ten minutes by psycho 
therapy. A good example is that of a sergeant who had had a “ through-and 
through” wound of the forearm a number of months previously and who 
since his arm was taken off the splint had held his fingers tightly flexed on 
the palm until the growing nails had made ulcers. This man in five minutes 
was completely extending his fingers, together and individually, much to his 
own astonishment and joy. Another case in civil life which illustrates very 
well what I want to say, was that of a young man who was sent to the Jeffer- 
son Hospital from one of the towns in Northern Pennsylvania. He had had 
a fracture of the clavicle which a surgeon had wired and following the 
operation the patient had never been able to abduct the arm more than a few 


inches from the chest wall. He was supposed to have an ankylosis of the 
shoulder and the X-ray plates were thought to show certain changes in the 


bones and joint which would account for the disability. As massage, elec 
tricity and exercise had accomplished nothing, after months of use, operation 
was advised. From the general muscular rigidity whenever the patient 
attempted abduction and from the fact that when this was overcome by per 
suasion, certain movements could be easily carried out, a diagnosis of 
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hysterical spastic palsy was made, and in ten minutes this boy was carrying 
the arm up in full extension over his head. Massage, electricity, apparatus, 
operation all have their place, but are harmful in this condition since they only 
prolong it, and because it can be quickly cured by psychotherapy. 

An important point is that patients should not be allowed to get into this 
condition and it is easily prevented. In this connection | would advise all 
young surgeons to read Colonel Hurst’s article in the Osler Memorial Volume 
on “ What the War Has Taught us About Hysteria.” 

One who doubts the effect of mind over matter should read Klauder’s 
paper (J. A. M. A., November 28, 1925) on the “ Cutaneous Neuroses,” in 
which he shows among other interesting tests, that by suggestion blisters can 
be made with postage stamps. 

The diagnostic habit needs to be cultivated by the surgeon and the young 
man needs to be taught that there is a something more in the art of surgery 
than operative skill and technic. The link between surgery and psychology 
is too important to be neglected. Lawrence Sterne said of his teachers at 
Cambridge that they “ were men of reading who thought that ‘ wisdom can 
speak in no other language than Latin and Greek,’” and I sometimes think 
there are too many practitioners of medicine who, in making a diagnosis, 
depend too much on the laboratory findings and fail to recognize many per- 
fectly patent signs and symptoms which one experienced in the art sees at a 
glance. The wise practitioner knows his Latin and Greek of the laboratories 
and uses them, but he does not start or stop with them. 

“Canst thou not minister to a mind diseas’d, 
Pluck from the memory a rooted sorrow, 
Raze out the written troubles of the brain, 
And with some sweet oblivious antidote 
Cleanse the stuff’d bosom of that perilous stuff 
Which weighs upon thé heart?” 















THE “REHABILITATION” OF THE SURGICAL PATIENT 
THROUGH BIOCHEMICAL METHODS, WITH SPECIAL 
REFERENCE TO DIABETES* 


By Witu1am J. Mayo, M.D. 


or Rocnester, Minn. 


In 1850, Jakob Moleschatte, Professor of Physiology, Anatomy and An- 
thropology in the University of Heidelberg, said “ Man is composed of the 
food he eats.” Poor Moleschatte : his statement was regarded as blasphemous, 
and he was expelled from his positions, and from the university. In the 
seventy-five years that have elapsed, the truth of his deduction has been recog- 
nized, and we can congratulate ourselves that intolerance and religious bigotry 
have abated sufficiently to permit discussion of the science of nutrition as 
applied to man. 

Fundamentally, “ rehabilitation” concerns preservation of the body ; bio- 
chemically it is directly related to the metabolism of foods. The newer studies 
on nutrition have given the key to many problems concerning general physical 
conditions which heretofore have been unsurmountable. Studies of the blood 
and of the blood plasma as well as of the tissues of the body have usually 
made it possible to restore resistance and overcome toxemia pre-operatively. 
There has been much confusion in the nomenclature with regard to toxic con- 
ditions ; the types of toxzmia often being named as though they were caused 
by the vital organ which shows the final lethal change, for example broncho- 
pneumonia or terminal nephritis, rather than the fundamental causes which 
actually bring about dissolution. 

The rehabilitation of surgical patients through biochemical methods before 
operation is perhaps the most important consideration in modern surgery 
The object is not only to improve the patient’s general condition, but to over- 
come the results of disturbed function, the deficiency of vital substances, and 
the formation or retention of poisonous excretory products. Unless the func- 
tion of vital organs can be restored nearly to normal in serious diseases that 
do not immediately threaten life, the risk of surgical operation may be so great 
as to outweigh the advantages to be obtained. Walters states facts as follows: 

“ Life depends on the oxidation of carbon. Carbohydrates are used as 
glucose, stored as glycogen in the liver, and the excess deposited in the body 
as fat. Unfortunately, fats cannot, to any considerable extent be reconverted 
into glucose; furthermore, sufficient glucose must be available to maintain 
combustion of fats ; otherwise the higher fatty acids will not undergo complete 
combustion, and acetone and diacetic acid will appear in the tissues and cause 
toxzmia, which in the more severe grades may terminate in coma, as in 
cases of diabetes. 








* Read before the American Surgical Association, May 24, 1926. 
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“On the contrary, proteins can, to a considerable extent, be converted 
into glucose, but they contain nitrogen. Under stress, as in cases of starvation 
or hepatic disease, sufficient glucose is not available ; the protein tissues of the 
body are broken down for the purpose of producing the necessary glucose, 
and the resultant excess nitrogen must be excreted in the urine. The kidneys 
may be unable to excrete this excess of nitrogen, which then accumulates in 
the blood, for the most part as urea, and a small percentage as creatinin, pro- 
ducing toxemia of which uremia is a manifestation.” 

Diabetes presents two problems to the surgeon: (1) the cure and preven- 
tion of diseases requiring surgical treatment, which arise directly or indirectly 
from diabetes, and (2) safety in the performance of necessary operations on 
patients with diabetes for lesions not associated with the diabetes. 

Long ago Pavy pointed out that the mere reduction of the amount of 
sugar in the urine was not of itself a sufficient safeguard for patients obliged 
to undergo surgical procedures, and that restriction of carbohydrates in the 
diet should not be carried to a point at which the patient’s general health and 
strength suffered. Billings and Allen have still further illuminated the 
treatment of diabetes by demonstrating that if the carbohydrates in the diet 
are reduced too greatly, the nutrition being maintained by proteins and fats, 
diabetic coma and other manifestations of severe diabetes are likely to ensue, 
but that if the patient is treated by the so-called starvation method, the fats 
and proteins being reduced as well as carbohydrates, this danger will be 
greatly lessened. 

In 1915, Berkman demonstrated that the surgical patient with diabetes 
who was too thoroughly prepared for operation by overreduction of carbo- 
hydrates, did not withstand operation as well as the underprepared patient. 
He advised maintaining the patient’s nutrition by a mixed diet. This was 
practiced in the clinic with the result that the former high mortality rate follow- 
ing Operations on patients with diabetes was greatly reduced. 

Before insulin became available, Wilder and Adams, by careful pre-opera 
tive and post-operative dietetic treatment of patients with diabetes, were able 
to reduce the mortality rate following operations in selected cases practically 
to that in cases without diabetes. In such cases at least 100 gm. of carbo- 
hydrates is now given for five days before operation and rot less than 75 gm. 
on the average each day after operation, with sufficient insulin to maintain 
tolerance. Recently Wilder and Adams reported 141 unselected cases in which 
major operations were performed for general surgical diseases, complicated by 
diabetes, with but four deaths, a record which would be excellent in cases 
uncomplicated by diabetes. With the aid of insulin, operations of expedience 
may be performed on patients with severe diabetes on whom in the past only 
operations of necessity would have been undertaken. 

At the finish of a recent Marathon race the condition of the runners was 
noted with special attention to the state of the blood. The runners who fin- 
ished the race, for instance, Nurmi, showed a normal content of blood sugar, 
whereas the runners who dropped exhausted by the way, often in a shock-like 
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condition, sometimes resembling mild grades of coma, showed a low content 
of blood sugar. By eating sugar and resting in the horizontal position they 
quickly regained strength. Later some of these runners were given sweet 
chocolate to eat as they ran, and these maintained a higher degree of endurance. 
The efficacy of sugar in maintaining endurance has been demonstrated also 
by the Arabs, who eat dates on long marches. 

One of the greatest commanding officers of the Civil War was Stonewall 
Jackson, who, with a small army, was able to march his troops so rapidly 
in the region across the Potomac from Washington that they were called 
“ foot cavalry.” He accomplished this by marching the soldiers several hours, 
then having them lie flat and relax for a few minutes. By resting in this 
manner the lactic acid, which accumulates in the muscles during action and pro 
duces fatigue, is in large part restored to glucose, as A. V. Hill and Meyerhof 
have recently shown. The soldiers were then given whatever food the sutler 
wagons afforded, usually carbohydrates, with fluids; this quickly supplied 
the necessary sugar, and they were again marched a shorter distance with 
another period of rest and similar restoration. By repeating this process at 
intervals, Jackson was able to move his ragged, barefoot men over bad roads 
as much as forty miles in twenty-four hours and have them in fighting condi 
tion. One might say that Jackson prolonged the Civil War two years; he was 
able to keep Washington in fear of capture, forcing McDowell’s army to 
remain on guard, instead of aiding the offensive on Richmond. It was be 
lieved that if Washington were taken by the Confederates, England and other 
foreign countries might recognize the belligerents of the South. 

The test for the amount of sugar in the urine as a guide to the severity 
of diabetes has largely given way to a test for sugar in the blood. Sugar in 
the blood is a threshold substance. The threshold varies greatly in height in 
different persons. When the sugar exceeds a certain level, so to speak, it flows 
over the top and appears in the urine. A person with a low sugar threshold 
may have glycosuria after eating an unusual amount of carbohydrates, such 
as candy, and yet not become afflicted with diabetes. Another person with 
high sugar threshold may have no sugar in the urine, but an excess in the 
blood, which in cases of slight infection may cause serious disturbances. Even 
study of the sugar in the blood may fail to tell the whole story. Sugar is 
stored in the liver and other tissues as glycogen, which is merely a condensa 
tion product of glucose. 

Experience in the clinic would indicate that certain patients with a normal 
amount of sugar in the blood may in times of stress be unable to store sufficient 
glycogen in the liver, as is illustrated by the following case: 

The patient, a woman, aged forty-four, had had malignant disease of 
both ovaries and tubes, for which abdominal hysterectomy was performed. 
She left the operating table in good condition, but six hours later coma de- 
veloped, no clue to which had been given in the history or preliminary 
physical examination. 

Examination of the blood showed a very low sugar content and acidosis. 
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An intravenous injection of 10 per cent., glucose solution with bicarbonate 
of soda and a moderate amount of insulin was given. The patient regained 
consciousness in a few moments. The injections were continued for three 
days, and convalescence was rapid. The patient left the hospital in due time, 
and has remained well. 

Wilder reports two cases of carcinoma of the liver in which hypoglycemia 
occurred post-operatively with accompanying shock-like symptoms which were 
relieved by intravenous injections of glucose. Patients with hyperthyroidism 
are susceptible to hypoglycemia, particularly if insulin is used, probably an 
exhaustion of the blood sugar from overwork caused by the high metabolic rate. 

The study of the comatose conditions which accompany diabetes is most 
interesting. ‘The cause of the coma lies in the metabolism of the fats. The 
metabolism of fats and their combustion, producing heat, energy for vegeta 
tive functions, and notably water, take place very slowly. ‘This explains the 
state of certain animals during hibernation, when their temperature drops to 
about half that normal to warm-blooded animals, and there is a general abey 
ance of function, while life at a low level is sustained by the slow oxidation 
of the stored-up fat. Unfortunately, without the addition of glucose, fat 
cannot be completely burned. When there is a lack of available sugar, fat 
which can be converted into sugar if at all, does not exceed Io per cent. 

The molecule in animal or vegetable fat always has an even number of 
atoms, which are oxidized in the body two at a time. When the carbon atoms 
are burned down, say to four, if sugar is not available, diacetic acid or acetone 
is formed, and coma may result. If the molecule of fat contained an uneven 
number of carbon atoms which burned two at a time, the low point would be 
five, at which valeric acid would result, or three, at which lactic acid would 
result, both harmless. An attempt to produce a fat with an uneven molecular 
composition has been successful in a chemical sense, but unsuccessful from the 
physical standpoint, in that the body seems to be unable to metabolize such 
artificial fats. When glucose is not obtainable from ingested carbohydrates 
or proteins, and the stored glycogen in the liver is exhausted, glucose can only 
be obtained by breaking down deposit or tissue proteins. About 58 per cent. 
of these proteins can be converted into glucose, but the process liberates into 
the blood stream an excess of nitrogen, recognized as urea, and disorders 
result, not only from acetone, but from the rising tide of blood urea. Diabetic 
coma, formerly so greatly feared by physician and surgeon alike, yields readily, 
almost specifically, to insulin. A properly regulated diet, with judicious em- 
ployment of insulin and glucose solution renders the patient with diabetes a 
good surgical risk in the majority of cases. But care is always necessary, 
since with improper handling the mildest forms of diabetes still may become 
a grave source of danger. 

It is interesting, as related to the pancreatic theory of diabetes, that when 
children have died in diabetic coma, ordinary methods of necropsy often 
disclose no changes either in the pancreas or in the islands of Langerhans. 
On the other hand, Allen states that in such cases necropsy made immediately 
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after death, while the body is warm, does disclose changes in the islands of 
Langerhans. Pancreatic changes are usually manifest in older persons who, 
generally speaking, are over-nourished, not always obese, but nearly always 
large eaters. Perhaps the demand on the pancreas beyond the nutritional 
necessity causes the body insulin to wear out and result in functional defi- 
ciency of the islands of Langerhans. 

If pancreatitis accompanies infection of the gall-bladder, it does not take 
the form of atrophy of the pancreas and of the islands of Langerhans, rather 
characteristic of diabetes. On the contrary, the changes in the pancreas, as a 
result of biliary infections are usually of the type called chronic pancreatitis, 
enlargement and thickening. Removal of the infected gall-bladder in the 
presence of chronic pancreatitis may be followed by improvement in the dia- 
betes, but such a favorable result is not obtained with sufficient frequency to 
justify operating, in the hope of curing the diabetes, on a gall-bladder sus 
pected of being diseased. At least it is a comfort to know that diabetes is not 
necessarily a contraindication to an operation for definite disease of the 
gall-bladder. 

Someone has facetiously called diabetes a foot and mouth disease. Food 
in the form of carbohydrates in excess enters the mouth; in the susceptible 
person the insulin machinery is exhausted with the result so frequently seen, 
that the patient dies from gangrene of the foot. It has been a common ex 
perience in cases of diabetes, that when there is arteriosclerotic gangrene of 
the lower extremities, which necessitates amputation of part of the limb, great 
improvement in the general condition of the patient with a reduction in the 
symptoms of diabetes may take place after the amputation. One of the neces 
sary steps in the treatment of diabetes is to eradicate all sources of focal infec 
tion which can be removed safely. Joslin is wise indeed in his advice to 
amputate the leg above the knee in cases of the acute, florid type of diabetic 
gangrene when there is discoloration of the entire foot and ankle without a 
line of demarcation, and high temperature. This is a condition which in the 
past has so frequently resulted in death, and in which early amputation will 
save life. Joslin emphasizes the fact that care of the feet, next to a proper 
dietetic regimen, is the most important measure in the treatment of diabetes 
A patient with diabetes should wear several pairs of shoes in succession. The 
trimming of corns and calluses should be regarded as a serious operation, to 
be done under antiseptic precautions, in the morning rather than at night, so 
that all swelling and cedema in the muscles about the foot from the day’s usage 
will have disappeared. 

Carbuncles and boils on the back of the neck are most common in men, 
especially those with diabetes, and usually in those who have the back of the 
neck shaved. It is quite probable that the present fashion, no doubt a good 
one, of women cutting tleir hair, particularly shaving the back of the neck 
may reduce this masculine predominance. Clipping the hair on the neck should 
be safer for the patient with diabetes than shaving it. 

The use of the actual cautery to destroy carbuncles, advised by Charles 
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H. Mayo in 1901, is extraordinarily efficacious. It has been used in the clinic 
successfully for many years for all forms of carbuncles, both in the patient 
with diabetes and the patient without diabetes. The dark-red heat of the 
soldering iron is best, and with it the entire area of the carbuncle is converted 
into an eschar. The eschar is left without a dressing, and the dry treatment 
for burns is applied. If necessary, an electric fan is used to keep the surface 
dry, and dry powdered boric acid may be rubbed in to absorb moisture. When 
the slough begins to separate, the usual applications of antispetic wet dress- 
ings are made. Astonishing results are seen in cases of severe carbuncle. 
The patient suffering with pain and high temperature, within a few hours 
after the cautery treatment is quite comfortable and up and about with 
normal temperature 

In closing it may be said that progress in the surgical treatment of patients 
with diabetes has come, not so much through improvement in technic, as in 
the pre-operative care of the patient, in the attention to such small matters as 
the care of the fect, the prevention of skin infections, and in the intelligent 
use of diet, insulin and glucose. 














FINAL RESULTS IN THE SURGERY OF MALIGNANT 
DISEASE * 
STUDY OF A TWELVE YEAR FOLLOW-UP 
By Cuaries L. Grsson, M.D. 
or New York, N. Y. 


SURGEON TO THE FIRST (CORNELL) SURGICAL DIVISION OF THE NEW YORK HOSPITAI 


FIVE HUNDRED SEVENTY-THREE cases of malignant disease were observed 
in the First (Cornell) Surgical Service during the period February, 1913, to 
January 1, 1925.7 

An attempt was made to follow every case for at least ten years; but 
rapid changes of residence, departure of patients from the city or country, 
etc., often nullified our work. We were materially aided by the efficient 
and devoted codperation of the Social Service Department in charge of 
Miss Josephi. 

No sadder report of the disheartening status of cancer surgery has com: 


to our attention. It is, however, inevitable, dealing only with facts (Table |) 
TaBLe I 
Operative Cases 


(All operations whether radical, palliative or exploratory ) 


Number of operations CO OOS C SOE SOR CORSE DO OOO ESS 437 
D <i6n.chinnesedeghekesbbtne eb ak 308 
SE Oe MND TIVE coco cc vacccencscecsooes 73 
ete. os Chetan tbaapaned canoes oob kn 56 


EE EOE TET CET C OTT EET . 136 
cdi nis dh bin ws to ch Q2 
ee Ce. isc eweudenecdenes 12 
en ae. cpaiadhne Ws adree'e amo o'na ne 32 


Taste I (a) 
Grouped as to Sex and Age 


Male 200 (of this number 53 were stomach, 33 intestines, 10 epithelioma of lip). 

Female 237 (of this number 78 were breast, 38 uterus, 27 intestines, 18 stomach). 

(Note.—Females predominate. There are fewer beds for females available in th 
New York Hospital.) 

Carcinoma of stomach in females one-third that in males, due probably to the 
above reason. 


* Read before the American Surgical Association, May 26, 1926. 

t+ The routine follow-up on these cases was closed in October, 1925; but we are 
constantly receiving additional data through our follow-up service and any information 
has been added up to date. 
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Age 
Hy 

Ag Number Carcinoma Sarcoma Endothelioma and ma 
Below 10 4 1* 3 0 O 
10-20 7 3 3 I Oo 
20-30 37 16 14 6 O 
30-40 75 56 18 O 
40-50 127 111 11 4 
50-00 116 IIo 3 3 Oo 
60-70 56 54 I I 
70-50 I2 I2 0 oO Oo 
50-90 3 2 I 7) 0 

437 305 54 15 3 


* Case of neurocytoma of kidney. 
79 per cent. ol carcinoma cases over 40—00O per cent. from 40 to 60 yea 


70 per cent. of sarcoma cases under 40—8o per cent. from 20 to 50 years 


A simplified classification makes large groups of the various pathological 
conditions, ¢.g., carcinoma and epithelioma a single group; all forms of 
sarcoma another one. 

Table II is the keynote of this paper. Of the 437 operative cases who 
came under our observation, only 64 are living to-day without recurrence and 
only 13 have survived the artificial and questionable time limit of five years. 

To those unfamiliar with the cancer question these results seem to reflect 
severely on the practice of surgery and the ability of the operators Phe 
great bulk of the work was done by three members of this association, Gibson, 
Lee and Hitzrot, whose work may be taken as a fair cross-section of the 
surgical practice of this country. 

Before adopting too harsh conclusions, it should be remembered that this 
paper is practically an unique contribution to the subject. While the total 
number is not impressive, I find no similar study of the total material of 
twelve consecutive years and on which a vast amount of personal effort, tim 
and money have been spent in the pursuit of results. Similar research 
emanating from other institutions would doubtless furnish surprisé 

Table III] shows only a few still alive with recurrence. There were six 


cancers of the breast recurring after five years. 


Taste II 
Living Cases—No Recurrence 
(Divided According to Number of Years Post-operative) 
Ten Years Eight Years 
Carcinoma (2) Carcinoma (1) 
longue Breast 
Breast 


: Sarcoma (2) 
Sarcoma (2) } 
Bone Intestines 


Gum Bone 
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TABLE I1—Continued 
Living Cases—No Recurrence 


(Divided According to Number of Years Post-operative) 


Seven Years 
Carcinoma (2) 
Intestines 
Uterus 


Six Years 
Carcinoma (2) 
Breast 

Face 
Sarcoma (1) 
Bone 
Endothelioma (1) 
Lymph-nodes 
Five Years 
Carcinoma (7) 
Appendix (2) 
Breast 
Face 
Lip (2) 
Scrotum 
Sarcoma (5) 
Bone 
Lymph-nodes 
Neck 
Stomach 
Uterus 


Four Years 

Carcinoma (7) 
Appendix (2) 
Breast (2) 
Stomach 
Thyroid 
Uterus 

Sarcoma (1) 
Bone 

Endothelioma (1) 
Parotid 


Three Years 

Carcinoma (6) 
3reast 
Intestines 
Rectum 
Stomach 
Tubes and ovaries 

Sarcoma (2) 
Bone 
Forearm 

Endothelioma (2) 
Ovary 
Parotid 


Two Years 

Carcinoma (7) 
Breast (2) 
Face 
Kidney 
Submaxillary gland 
Uterus (2) 

Sarcoma (4) 
Bone 
Tendon sheath 
Finger (2) 

Endothelioma (1) 
Lymph-nodes 


One Year or Less 
Carcinoma (6) 
Breast (4) 
Penis 
Face 
Endothelioma (2) 
Lymph-nodes 
Neck 


Total 64 cases 


Taste III 


Living, But With Recurrence 


Nine years 
Carcinoma 
Breast (after 9 years 
carcinoma in oppo- 
site breast. Original 
site of operation all 
right) 


Four Years 
Carcinoma 
Breast (2) 
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TABLE IlI—Continued 


f Living, But With Recurrence 
Three Years Two Years 
Carcinoma Carcinoma 
Breast Uterus 
Stomach Sarcoma 
Intestines 
One Year or Less 
Carcinoma 
Intestines 
Stomach 
Total number of cases—9 
Table 1V shows the sarcomata as more benign than the carcinoma 
TaBLe IV 
Of the 64 living cases with no recurrence: 
58 per cent. of these sarcoma are living 5 years or more post-operative 
30 per cent. ol these carcinoma are living 5 years or more post operative 
16 per cent. of these endothelioma are living 5 years or more post-operativ 
Table V gives the relative freedom from recurrence of the several types. 
The frightful results in cancer of the intestines and stomach are impressive. 
TABLE V 
Statistics Based on Known Results Only Y 
Carcinoma of face, per cent. living, no recurrence ole . SO 
Endothelioma of lymph-nodes .. bins 75 
Carcinoma of appendix . penta cs atc Se 
ED Oe IN acato se sale eae 26. Seed nedsan bweeeeein 53 
i NEY SSI ic vist cnavadabuudenaaeanschcn es eeen 40 
Carcinoma of breast ...... : + oe ame oe 
Carcinoma of uterus ........ ever ; ee oe 
Carcinoma of tongue .. a8? ivitviial. . oad. iste 
Carcinoma of intestines ..... 6s. cade occas 4 
eo OU he re A ee ne 3 


The 100 per cent. mortality of the conditions described in Table VI is 
readily understood, although the 100 per cent. mortality in cancer of the gall 
bladder may not be generally appreciated. Our fifteen cases, irrespective 
of condition or treatment, were dead within six months. 

TasLe VI 
100 per cent. mortality— 


Gall-bladder 
( ] St yphagus 
Larynx 
Liver 
Pancreas 
Prostate 


Peritoneum and omentum 
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Table VII is based on the known deaths only. The mortality would 
doubtless be higher if the “ unknown” were included. 


Tasie VII 
Known Mortality 
Type Number of operations Deaths Per cent 
Hypernephroma and teratoma ........ 4 4 100 
Ee As op EE 323 274 84 
? Ca tad tkaboeceendsenedas 47 29 61 
EE 8 I 12 


A summary of malignant tumors is appended. 

This study is limited to ward cases. In private patients we cannot pursue 
the same rigid tracking down of patients taking every possible means of 
obtaining information. It seems unwise therefore to include in the same 
group, cases conforming to different standards. Our private patients, par 
ticularly the breasts, show better results, 

This investigation aims to give a broad survey of the mass results of 
malignant disease. Therefore we have omitted the dissection of the statis 
tical evidence into the finer distinctions as recommended by some investi- 
gators because of the confusing element of personal judgment of conditions 
We do not think it wise to rate the unknown as necessarily dead, as quite a 
number of these fall in the category of obviously better results. 

No branch of surgery shows such statistical fallacies as the results of 
cancer. Probably the great bulk of the cases operated radically have existing 
metastases which lie dormant. For example, case 223,299, living seven years 
after resection of the colon, had also diffuse metastases of the lymph-nodes 
as proven by microscopical examination. A private patient with suture of 
a free perforation of a gastric cancer with extensive metastases (microscopic 
examination) is alive two and one-half years after operation. Case 240,695 
came in with acute obstruction from a sarcoma of the jejunum with extensive 
infiltration of the mesentery. A resection of the gut and an end-to-end 
anastomosis was done, although the section went through the invaded area 
Patient lived three years and seven months after operation. 

A private patient with bilateral carcinoma of the ovaries is now living 
seven years after a second operation, nine years after the first operation, 
although at the last operation there were diffuse metastases throughout the 
abdomen. None of these cases just quoted received any form of post 
operative treatment. 

In general terms I think it may be said that the results of cancer are bad 
in proportion to the accuracy of the microscopical examinations, and at the 
New York Hospital we are fortunate in having so recognized an authority as 
Doctor Elser, Director of Laboratories, and we also enjoy the codperation 
of Professor Ewing, who has often been appealed to for important advice 
and decisions. 

Our ward patients present a very sad picture of having consulted many 
physicians before any intelligent attempt was made to determine their con- 
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ditions. Particularly sad are the victims of the gastro-intestinal tract; pills, 
powders, diet, etc., for indigestion without any kind of examination. The 
cancer of the colon is treated for constipation until acute obstruction occurs ; 
those with bleeding are given pile remedies (?) without any kind of 
an examination. 

Our histories contain a specific query of what happened to the patient the 
first time he consulted a doctor. With rare exception were they given advice 
or examination of any value. 

The value of the palliative operation. For the laity an operation is an 
operation. If we yield to the importunities of relatives and perform a gastro- 
enterostomy, gastrostomy or colostomy as an act of mercy, surgery is credited 
with a failure to cure. 

What is the outlook for improvement, early diagnosis and treatment? 
I think the public will solve that question rather than the profession. There 
was much the same problem in tuberculosis and the decided improvement 
began when the public, including the poorer and ignorant, learned for them 
selves what the problem was and how to handle it. 

We have been living in a fool’s paradise of fallacious statistics. All the 
older figures should be ruthlessly junked and so-called radical operations 
should only be performed after the most painstaking search for metastases 
is exhausted. Outside of visible and palpable manifestations we have nothing 
but X-ray examinations for skeletal or intrathoracic deposits and these 
demonstrable only after attaining some size. A really comprehensive X-ray 
examination means examination of practically the whole body and infinite 
labor and expense. 

Our investigation for possible metastases is shown in the two tables. 
While of late we are making a creditable showing, e.g., 93 per cent. exami- 
nation in breast cases, it is a most mortifying lesson of ours to show less 
in realizing the importance of this development. On the whole, the positive 
evidence obtained has not been very great; but Doctor Wade of our House 
Staff will later publish a more detailed analysis of the material which we 
trust will be helpful. 

Taste VIII 
Summary of X-ray Examinations for Metastases in Cases of Carcinoma 
Admitted to the First Surgical Division of the New York Hospital 
1914 to 1925 


Group I. Carcinoma of gall-bladder, and ducts, liver cesophagus, pancreas 


and stomach 


wait 66:00. 6.596 a Olgas Beh ance i tiniceaelllleerane ees ica 220 
Group II. Carcinoma of intestine, mesentery, omentum, peritoneum, rectum 
A re ee ee a ee 82 
Group EEE Cinscimeten OF Greneh dened kei ic Od ci ccccobccccnedtOes 86 
Group IV. Carcinoma of female reproductive organs .................. 65 
ee «6. COPCHIOSER GE GUNOT GEUOIN. 6 ois oxic sicncdsccbancencsaaukeeees 60 


Approximately 75 patients have received by our direction some form of 
radiotherapy, either post-operatively or when radical operation could not be 
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Fic. 1.—Curve showing percentage of X-ray examinations of carcinoma patients for metastases 
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Fic. 2.—Curve showing percentage of X-ray examinations taken before operation on carcinoma 
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performed. ‘The post-operative radiation was used chiefly in the bad cases 
where operative outlook was poor. Most of the radiotherapy was given at 
the Memorial Hospital, to whom we are greatly indebted for its great help 
fulness. As regards helpful results we can give no definite statement. W< 
regret to record, however, that our personal impression is that no real 
improvement except moral effect of doing something has been attained 
by radiotherapy. 

We realize that occasionally brilliant reports are circulated; but believe 
that these belong mainly to the class of patients we have cited as surviving 
many years despite obvious lesions. On the other hand, radiotherapy is often 
demanded by relatives and may involve needless expense, and there are 
unpleasant complications and discomfort. We think it is about time the 
partisans of radiotherapy published a study of results along the lines of 
this paper. 

SUMMARY OF MALIGNANT TUMORS 


(Explanation of symbols: (x)—Died following operation; *—X-ray r radium 
treatment ; **—Never seen after. discharge. ) 
Carcinoma of Appendia (7 operations, 4 living, 1 unknown.) 
Radical operation ill 
s Geb. 
1 died 3 years 9 months after discharge (recurrence in 6 months).* 


1 unknown.** 


4 living: History Nos 


5 years post-operative (198,728 and 226,443). 


4 yeal Dp 


operative (238,173 and 236,015). 
Carcinoma of Breast (76 operations, 17 living, 7 unknown) 
Radical operation 75 
I case part il excision only as case was clearly hopeless 
I (x). 


50 died after discharge (20*). 


I died eleven years alter operation, at the age of 70, of apoplexy Breast 
condition absolutely all right (1091 203) 
Living case Vo recurrence 
0 yea! 199,104) 
$ years 4 months * (210,519) 
6 years * (226,531). 
yeal (232,135) 
4 years 6 months (200,460, 237,187) 
3 yeal months (241,982). 
2 years ({ 52 OOK, * 248,946 *). 
I year (255,400, 257,300,* 255,532 *). 
9) months (252,137 *) 
Liz ng cases recurrence 


Q years post-operative. Site of operation O.K. Operation for carcinoma of 
opposite breast (263,577) 


Recurrence 3 years post-operative. Living 9 months later (230,517) 


* 


Recurrence I year post-operative Living 4% years later (220,108) 


. 


Recurrence 4 years post-operative Living 3 years later but condition very 


poo! (220,740). 
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Appearance of Metastases 


Within Within ; 
6 mos. I year 2 yrs. 3 yrs. 4 yrs. 5 yrs. 6 yrs. 9 yr 
13 II 13 7 4 3 2 I 


Unknown (7). 
1,** 3 months O.K.; 4 months O.K.; 6 months O.K.; 9 months (1 O.K 
I recurrence); 3 years O.K. 
Carcinoma of Bartholin’s Gland.—(1 operation, 1 death.) 
I case—radical operation—metastasis within 4 months, dead 8 months post-operatiy 
Carcinoma of Bladder —(8 operations, 7 deaths, 1 unknown.) 
Excision of tumor—3 cases. 
s Ge). 
1 died 2 months post-operative. 
1 died 5% years after discharge of a condition in no way related to her carcinoma 
Never had a recurrence. She was in her 73rd year at the time of he: 
death (217,091). 
Exploratory—1 (x). 
Cystostomy—4. 
Ss €=>. 
1 died 8 months post-operative. 
1 died following second operation 1 year later.* 
1 unknown. Followed 16 months—unimproved. } 
Carcinoma of Buccal Mucous Membrane.—(1 operation, 1 unknown.) 
Excision by cautery. 3 months post-operative all right. Never seen again 
Carcinoma of Broad Ligament.—(1 operation, 1 unknown.) 
Excision of tumor.** 
Carcinoma of Csophagus.—(4 operations, 3 dead, 1 unknown.) 
Gastrostomy—4. 
2 (x). 
1 died 1 month post-operative. 
1 distinctly weaker one month after discharge. Never seen again. 
Carcinoma of Face.—(6 operations, 1 death, 4 living, 1 unknown.) 
Radical operation, excision of tumor, in all cases. 
1 died 2 months post-operative. At time of operation metastatic lymph-nod: 
removed.* 
Living—no recurrence. 
6 years (192,637). 
5 years (203,160). 
2 years 10 months (243,674). 
10 months (252,345). 
Unknown. 
11 months post-operative O.K. Never seen again. 
Carcinoma of Gall-bladder—(i5 operations, 15 deaths.) 
Cholecystostomy—died 2 months later. 
Cholecystotomy (x). 
Cholecystenterostomy—died 5 months post-operative. 
Cholecystectomy—3. 
2 (x). 
1 died 5 months post-operative. 
Cholecystocolostomy (x). 
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Exploratory—7. 
a €=}. 
3 died 1 month post-operative. 
1 died 3 months post-operative. 
1 died 4 months post-operative. 
Exploratory and nephrectomy (x). 
Nore.—All patients dead within 6 months. 
Carcinoma of Intestines——(50 operations, 41 deaths, 3 living, 6 unknown.) 
Exploratory—i9. (All known cases are dead.) 
8 (x). 
6 died within 6 months. 
1 case had had 1st and 2nd stage Mikulicz for diverticulitis 10 months previously 
Died 3 months after 2nd operation. 
1 died 2% years post-operative (definite metastases in liver 7 months post 
operative). 
Unknown—3 
2 ** 
1 followed 5 months. At that time losing weight and strength rapidly 
Radical operation—31 
18 (x). 
I metastasis 2 months, dead 4 months post-operative 
1 died 1 month post-operative. 
1 died 6 months post-operative. 
I metastasis 1 year, dead 4 months later 
1 metastasis 3 years 8 months, dead 1% years later 


I metastasis I year, dead 2 years post-operative. 


1 died following operation in Greece 2% years after operation here. Nothing 
known about metastasis. 
Living—3 
No recurrence (2) 


223,200—7 years.t 
238,470—3 years. 7 months 
Recurrence (1). 
256,805. Recurrence in uterus 1 year later. 
6 months later still living but condition hopeless. 
Unknown—3. 
I ** 
I recurrence 1 year later. Never seen again. 
1 O.K. 2% years post-operative. Never seen again 
Carcinoma of Kidn (2 operations, 1 living, 1 dead.) 
Nephrectomy—2 
I metastases to brain, 3 years 7 months post-operative. Died 1 month later. 
1 living, 2 years 2 months post-operative O.K. 


Carcimo 


1a of Larynx.—(2 operations, 2 deaths.) 
1 tracheotomy.* Radium treatment following operation. 1 year after operation, 
report from Memorial Hospital, “ Process certainly at a standstill. 3 examina- 
tions show absence of carcinoma.” Died 1 year 7 months later. 
I gastrostomy. Died 2 months later. 
Carcinoma of Leg.—(1 operation, 1 death.) 
Amputation below knee. Metastases in brain 3 months post-operative. Died 5 


months later 


¢ Has already been quoted as living with no complaints notwithstanding metastases 
found at operation. 
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Carcinoma of Lip.—(10 operations, 3 deaths, 2 living, 5 unknown.) 
Excision of tumor (10). 
Died. 
1—Huge recurrence 1 year 2 months after discharge. Died 3 months late: 
1*—recurrence 10 months post-operative. Came in for removal of nod 
under chin. Radium treatment of no avail. Died 4 months later. 
1 died 2 years post-operative. Date of metastases not known. 
Living. (No recurrence.) 
2 O.K. 5 years post-operative (194,357, 204,681). 
Unknown. 
2%. 
1 O.K. 2% years post-operative. Never seen again. 
I came in 3 months after discharge for removal of cervical nodes—a pr 
phylactic measure. Microscopic showed no evidence of metastasis. Patient 
never seen again. 
1 O.K. 6 months after discharge. Never seen again. 
Carcinoma of Liver—(11 cases—all exploratory—all dead.) 
Carcinoma of Lymph-nodes.—(7 operations, 5 deaths, 2 unknown.) 
Carcinoma of Ma-xilla—(2 operations, 1 death, 1 unknown.) 
Carcinoma of Nose.—(1 operation, 1 death.) 
Cauterization of tumor.* Died 9 months later. 
Carcinoma of Omentum.—(2 operations, 2 deaths.) 
Both exploratory—1 died 2 weeks after leaving hospital, the other 4 months. 
Carcinoma of Pancreas.—(4 operations, 4 deaths.) 
Cholecystostomy—2 (x). 
Exploratory—2 (x). 
Carcinoma of Penis.—(1 operation, 1 living.) 
Living, no recurrence, 1 year later. 
Carcinoma of Peritoneum.—(3 operations, 3 deaths.) 
Exploratory—3 (x). 
Carcinoma of Prostate—(3 operations, 2 deaths, 1 unknown.) 
Prostatectomy—3. 
1 (x). 
I recurrence 10 months post-operative. Died 7 months later 
1 *, 
Carcinoma of Rectum.—(12 operations, 10 deaths, 1 living, 1 unknown.) 
6 colostomies. 
1 living 3 years post-operative * (242,633); others all dead or hopeless. 
Resections—3—all dead. 
Exploratory—3—all dead. 
Carcinoma of Retroperitoneal Nodes.—(1 operation, 1 death.) 
1 (x). 
Carcinoma of Stomach.—(69 operations, 4 living 6 unknown.) 
Ex ploratory—3z. 
6 (x). 
With exception of four unknown, all remaining cases died within 6 months 
Jejunostomy—4. 
3 (x). 
1 died 2 months after discharge. 
Gastro-enterostomy—18. 
7 (x). 
5 died within 6 months. 
2 died within a year. 
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1 had local deposits in scar 10 months after discharge. Died a year late 
; 1 case large mass 11 months post-operative. Still living 1 year post-operative 
1 unknown—O.K. 10 months post-operative 


1 died 18 months post-operative. 


Rese f10omns 15. 
Deaths 
8 (x) 


1 died 1 month after discharge. 

} 1 metastasis a little over a year. Died 1 year 7 months post-operatiy 

1 metastases 1 year later. Died 1 year 3 months post-operative 
Living—no recurrence. 

3 years months O.K. (240,504). 

4 years 2 months O.K. (237,171). 
Living recurrence, 

Recurrence 3% years post-operative. Still living, 3 years 9 months p 

operative (242,254). 


Unknown. 


1 ** 

Carcinoma of Scrotum.—(1 operation, 1 living.) 
Excision—no recurrence 5 years 11 months post-operative (226,595). 

Carcinoma of Skin of Shoulder (1 operation, 1 death.) 
Excision—recurrence 2 months post-operative. Died within a year.* 
} Carcinoma of Submasxillary Gland.—(1 operation, 1 living.) 
Removal of tumor. O.K. 2 years 2 months post-operative (249,662) 

Carcinoma of Testicle (1 operation, 1 death.) 

Castration. Dead 1 year 4 months later. 
Carcinoma of Thuml (1 operation, 1 unknown.) 


Amputation of thumb. O.K. 4 months post-operative. Never seen again 
Carcinoma of Thyroid.—(1 operation, 1 living.) 
Excision. O.K. 4 years 5 months post-operative (235,795). 
Carcinoma of Tongue (7 operations, 1 living, 6 dead.) 
Excision 
Deaths—6 
1 died 2 months post-operative. 
1* recurrence 1 month after discharge. Died 9 months later. 
1 * recurrence 1 year 4 months post-operative. Died 1 year 8 months p 
operative 
I recurrence 9 months post-operative. Died 14 months post-operativ: 
' I enormous recurrence nodes of neck 3 years post-operative. Died 3 years 


3 months post-operative. 


1* recurrence 2 months post-operative. Died 11 months post-operative 
Living I. 
Discharge cured 10 years post-operative (196,548). 
Carcinoma of Tubes and Ovaries.—(13 operations, 10 deaths, 1 living, 2 unknown.) 
Radical 
I (x) 
1* died 3 months post-operative. 
2 died 3 months post-operative (1 of these cases died of influenza). 
1 died 11 months post-operative. Massive recurrence 
1 died 1 year 5 months after discharge. 
1 died 2% years after discharge. 
2 unknown (1 O.K. 3 months after discharge). 
| Living I 
O.K. 3 years § months post-operative (244,421). 
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Exploratory. 
1* died 5 months post-operative. 
1 (x). 


1 died 1 year 8 months post-operative. 


Carcinoma of Uterus. 


Hysterectomy—2z2. 
4 (x). 
1 died 6 months later. 
2 recurrence within 6 months. Dead 10 months post-operative. 
1 died § year post-operative. 


I recurrence 1 year later.* Second operation 2 years after 1st operation. Died 
2 years later. 

I metastasis 2 years 3 months. Died 1 year 10 months later. 

I metastasis 1 year 6 months. Died 1 month later. 

I recurrence 2 years vaginal vault. Excision. Another recurrence 2 years later 
and died following second operation. 

I recurrence 2 years.* Died 1 year later. 

1 hysterectomy for fibroids 1921. Biopsy and cauterization of cervix for car 
cinoma 3% years later.* Recurrence 1 year later. Died 1 year 4 months 
after 2nd operation. 

I recurrence 2 months after discharge.* Died 11 months post-operative. 

I recurrence 3 months. Died 1 year later. 

I recurrence 7 months. Died following treatment with radium 2 years 3 months 


post-operative.* 
Living. 
1 O.K. 4 years 9 months post-operative (231,528). 
1 O.K. 7 years 7 months post-operative (216,782). 
1 O.K. 2 years 9 months post-operative (246,283). 
Inknown. 
I patient went to Italy 7 months post-operative. No recurrence at that tim: 
Never heard from again. 


~~ 


1 O.K. 3 months post-operative. Never seen again. 
Cauterisation—6. 
2 died 1% years later (1).* 
1 died 9 months post-operative. 
1 died 1 year later. 
2 ** 


Exploratory—4. 
1* progressively worse. Died 9 months post-operative. 
1 died 2 months post-operative. 
1 died 5 months post-operative. 
t died 1% years post-operative. 
Dilatation and curettage—biopsy (1). 
1* Bad condition 2 years 3 months post-operative (249,548). 
Dilatation and Curettage, trachelorrhaphy, shortening of round ligaments (1) 
1 * Good condition 3 years 4 months later (240,503). 
Anterior colporrhaphy, perineorrhaphy, excision of tissue for diagnosis (1). 
1* Dead 1% years later. 
Closure of vesico-vaginal fistula—(1). 
1 dead two months later. 
Excision of tumor (1). 
1* followed by hysterectomy. O.K. 2% years post-operative (245,830) 


Carcinoma of Vulva.—(1 operation, 1 death.) 


I excision—marked recurrence 3 months. Died 6 months post-operative. 
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Endothelioma of Arm.—(1 operation, 1 death.) 





} Excision of tumor. Died 7 months post-operative. 
Endothelioma of Faces (I operation, 1 unknown.) 
Excision.* Unimproved 1 year 10 months post-operative. Never seen agai 


Endothelioma of Lymph-nodes——(7 operations, 3 living, 4 unknown.) 
J } / Of § 


Excision. 
Living—3 
24% years post-operative (230,660). 
} 6 years post-operative (198,479). 
I case excision of axillary lymph-nodes.* Recurrence in cervical lymph 


nodes 4 years 7 months after ist operation. 2nd excision.* O.K. 1 year 


$ months after 2nd operation (224,496). 
Unknown—4 
;™. 
I extensive recurrence 3 months post-operative. End result not kno\ 


> 


2 cases O.K. 7 months after discharge. No further trace 


Endothelioma of Neck (I operation, 1 living.) 
Excision. O.K. g months post-operative (195,504) 
Endothelioma of Ovary.—(1 operation, 1 living.) 
| Excision. O.K. 3 years post-operative (207,492) 


Endothelioma o 


Excision. 


~~ 


Parotid.—(4 operations, 2 living, 2 unknown.) 


Living—no recurrence. 
3 years 9 months (239,510). 
4% years (196,555). 
Unknown 
z *, 
1 O.K. 3 months. Not seen again 
Sarcoma of Abdominal Wall.—(1 operation, 1 death.) 
Excision of tumor. Died 4 years post-operative 


Sarcoma of Axilla—(1 operation, 1 death.) 
i Excision of tumor mass. Patient died 4 months later 
Sarcoma of Bones.—(13 operations, 6 deaths, 7 living.) 
Radical excision or amputation. 
i Deaths. 
I (x) 
3 within 6 months. 
| I recurrence I year 8 months post-operative.* Died 2 years 4 months 
post-operative. 
| Living 
2 years 2 months (249,667)—Femut 
3 years I month (223,451 )—UlIna. 
4 years 10 months (233,356 *)—Tibia. 
5 years 7 months (228,446)—Radius 
6 years (221,900 *)—Humerus. 
8 years 7 months (206,054)—Femur. 
10 years (1904,540)—Humerus 
Incision and drainage and biopsy. 
I (x). 
Sarcoma of Breast——(2 operations, 2 deaths.) 
Amputation (2) 
1—2nd operation two weeks after ist for new growth of abdomen (x) 


I-recurrence 6 months. Dead 11 months post-operative. 
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Sarcoma of Gum.—(1 operation, 1 living.) 
Excision—so far as sarcoma goes O.K. 10 years post-operative. Has an old pul 
monary tuberculosis. 
Sarcoma of Groin.—(1 operation, 1 death.) 
Excision. Metastases in spine 3 months post-operative. Died within 9 months 
post-operative. 
Sarcoma of Intestines—(10 operations, 7 dead, 2 living, 1 unknown.) 
Resections—S. 
Dead. 
1 (x). 
1 died 1 week after discharge. 
1 died 3 years 7 months later. 
Living. 
O.K. 8% years post-operative (211,240). 
Unknown. 
5-2. 
Tleostomy (1). 
1 (x). 
Ex ploratory—4. 
Dead. 
1 died in 1 month. 
2 died in 4 months. 
Living. 
1 still living 2 years post-operative.* Bad condition (251,419) 
Sarcoma of Kidney.—(2 operations, 2 deaths.) 
Nephrectomy—2. 
1 died 1 month post-operative. 
1 died 6 months post-operative. 
Sarcoma of Lymph-nodes.—(3 operations, 1 living, 2 unknown.) 
Excision—2. 
1 living and O.K.* 5 years 9 months post-operative (228,666). 
1 unknown. Had a recurrence 1 year 3 months post-operative. 
Exploratory—1. 
No specimen. O. K. 10 months post-operative. Then went to Italy and not 
heard from again. 
Sarcoma of Neck.—(1 operation, 1 living.) 
Excision of tumor. O.K. 5'4 years post-operative (228,987). 
Sarcoma of Ovary.—(2 operations, 2 deaths.) } 
Excision. 
1 died 10 months post-operative. 
I recurrence If years post-operative. Died 7 months later. 
Sarcoma of Spleen.—(2 operations, 2 deaths.) 
Splenectomy—2. 
1 (x). 
1 died 3 months post-operative. 
Sarcoma of Stomach—(2 operations, 1 death, 1 living.) 
Resection—2. 
I recurrence 10 months post-operative.* Died 1 year 5 months post-operative 
1 living—no recurrence, 5% years post-operative (229,363). 
Sarcoma of Rectum.—(1 operation, 1 unknown.) 
Excision—1.** 
Sarcoma of Testicle—(1 operation, 1 death.) 
I—castration—recurrence 1 year 7 months.* Died 3 months later. 
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Sarcoma of Tendon Sheath (1 living, I operation.) 
Removal of tumor. O.K. 2 years 3 months post-operative (21 4,561 ). 
Sarcoma of Uterus (1 operation, 1 living.) 
Hysterectomy—O.Kk. 5 years 7 months post-operative (230,854). 
Sarcoma of Upper and Lowe? I xtremities (N t Bones) (9 op rations, 3 1¢ 
living, 3 unknown. ) 


Radical excision te 


dD Ld 
1-2nd operation 10 months after 1st operation. Died 1 year 2 mont 
i—died 1 year 5 months post-operative 
Unknown 
+* 
1 at end of 3 months was not well 
Living—no recurrence 
2 years 3 months post-operative (210,187) 
2 years 9 months post-operative (246,458) 
3% years (241,185). 
Exploratory (1) 
Aspiration and biopsy of tumor of thigh. Died 2 months post-operative 
Hypernephroma and Teratoma 
Kidney (2 operations, 2 deaths.) 
Nephrectomy—2 
1 died 1 month after discharg: 
I recurrence in 11 months.* Died 1% years post-operative 
Retroperttoneal Nod (1 operation, 1 death.) 
Exploratory—1! 
Died 3 months post-operative (Primary growth testicle.) 
Testicle (1 operation, 1 death.) 
Orchectomy.* Metastases in lungs 5 months post-operative. Died 3 months lat 
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LATE RESULTS AFTER AMPUTATION OF THE BREAST 
FOR CARCINOMA* 
By Atexis V. Moscucowirz, M.D. 
AND 
Rates Couip, M.D. anp Percy K.iincenstern, M.D. 


or New York, N. Y. 


THANKs to the efforts of Halsted and Willy Meyer, the modern operative 
treatment of cancer of the breast may be said to have become standardized 
Collective statistics bear proof that the number of patients alive and fre 
from recognized carcinoma, from three to five years after operation, have 
increased measurably, as a result of the more radical and anatomically perfect 
operation. In 1924, Lane-Claypon, in an analysis of 20,000 cases of operated 
breast cancer collected from the literature of the world, tabulated the follow 
ing results based upon a three-year period of apparent cure. Of 7029 patients 
operated upon, so to say incompletely, i.ec., before the advent of the Halsted 
Meyer operation, 29.2 per cent. were free from recurrence after a three-yeai 
interval. On the other hand, of 8921 patients undergoing the complete opera- 
tion, 43.2 per cent. were free from recurrence, after a similar period of time. 
The reported series of Judd and Sistrunk, Sistrunk, Greenough and Simmons, 
Primrose, Ochsner and Cabot in this country bear further evidence of the 
improvement in the operative results. I, too, shared in the general optimism 
pervading the literature, particularly in respect to the early cases of breast 
carcinoma. It was indeed a great surprise to me therefore that in 1924, B. J. 
Lee, in an admirable paper read before this Association, recounted the results 
obtained in the operative treatment of 87 primary operable cases of breast 
carcinoma, treated at the New York Hospital, all of whom have been followed 
for a period of at least five years, and reported only 15 per cent. to be alive 
and free from tangible recurrence. At that time, I determined, if possible to 
ascertain the results of our efforts in the treatment of breast cancer at 
Mt. Sinai Hospital ¢ and it is the results of this investigation with a few 
conclusions drawn therefrom, that I wish to submit for your consideration. 

For this purpose, we have reviewed the cases of breast carcinoma 
admitted to the wards and private pavilion of Mt. Sinai Hospital from 
January 1, 1915, to December 31, 1924. In all 374 patients were discharged 
with a clinical diagnosis of carcinoma of the breast, exclusive of those patients 
who were readmitted for the treatment of local recurrences or metastases. 
To be sure, we have been unable to use this entire material. Particularly is 
this true of patients treated in the private pavilion of the hospital. Regret 
tably, we found here a great number of pathological reports missing, and no 








* Read before the American Surgical Association, May 26, 1926. 
+I take this opportunity to thank all my colleagues on the staff for permission to 
incorporate their cases in this contribution. 
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cases in this entire series is considered either from a statistical standpoint, 
or is included in the follow-up report, unless a pathological report, unequivo 
cably carcinoma, was affixed to the record. In a small number of cases. the 
pathological report upon a patient’s first admission to the hospital was lacking ; 
but if subsequent readmission for recurrence proved the excised specimen to 
be carcinoma, this was deemed sufficient proof that the original tumor was 
a cancer, and to permit inclusion of the case, both in the follow-up report 
and statistical data. A number of patients (these will be considered as a 
separate group in a subsequent paper) were discharged without operation; 
in some cases, operation was refused by the patient; in others, the presence 
of supraclavicular, or more distant metastases adherence of the tumor to the 
chest wall, or contra-indications apart from the local lesion, such as diabetes, 
pulmonary tuberculosis, etc., actuated the surgeon to withhold operative 
measures and to rely upon physical agents (X-ray or radium) as a therapeutic 
measure. This leaves for analysis 218 cases of proven breast carcinoma. 
Of this number, we have been able to follow 139 cases. Fourteen were fol- 
lowed for a period of 11 years; 26 for a period of at least 10 years; 31 for 
g years; 37 for 8 years; 56 for 7 years; 73 for 6 years; 89 for 5 years; 115 


~ 


for 4 years; 125 for 3 years, and 139 for 2 years. The only explanation for 
the paucity in follow-up results is the fact that not all of the private records 
were open to us. A noteworthy fact, in spite of the difficulties encountered 
in following patients in a large metropolis, is that we were able to trace ove 
85 per cent. of our ward patients; this in face of a not altogether adequat 
follow-up system prior to 1922. 

All of these 139 patients were considered to be primarily operable and 
were subject to the radical operation. We realize that anything short of a 
five-year follow-up is entirely inadequate, and we will stress particularly the 
89 patients whom we have been able to follow for at least this length of time. 
This statement, we believe, should be emphasized, because in this small series, 
14 cases have died of recurrent carcinoma { after a period of five years of 
apparent well being. In parenthesis, we may add that we have abandoned the 


terms “cure” and “ end results” and have substituted the less incriminating 


phrases “ free from recurrence” and “ late results.” All follow-up data are 
based upon information secured prior to January 1 


we have learned of two deaths in this series. 


, 1926. Since that time 
These are indicated in Chart I. 
We have deemed it advisable to classify all known recurrences as deaths from 
carcinoma, even though the patient was still living when last heard from 
We feel that in these instances, the patient is still suffering from carcinoma 
and that the primary operative objective, namely, the eradication of the dis 
ease, has been defeated. 

Sex.—lIn this series, there were 214 females and 4 males, an incidence of 

t As a general rule, we make the very important differentiation between recurrences 
and metastases. In view of the fact, however, that most of the cases that died, did not 
die under our personal supervision, but were followed by the Social Service Department, 
we have grouped both the recurrences and metastases together. 
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MOSCHCOWITZ, COLP AND KLINGENSTEIN 


’ 
Trauma as an Etiological Factor in Breast Cancer.—I\n 78 cases of this 
series, trauma was specifically denied by the patient upon interrogatior 
patients gave a history of a trauma, the time interval between the trauma a: 
the appearance of a noticeable mass in the breast varied between six we 
and 24 years. The average time which elapsed was 8 months. 
Preceding Breast Abscess—Yen patients gave a history of a preceding 
mammary abscess. [he time interval between the infection and the appear 
ance of a mammary tumor was 10 years. In one case, a breast abscess wa 
incised four weeks prior to admission to the hospital ; but in this case it seen 
more than likely that the condition was an inflammatory carcinoma wit! 
necrosis. The very rapid recurrence (within one year) in this case would 
seem to substantiate the impression. 
Previous Lactation.—Twenty-two patients, or a little over 30 per cent 
those where mention is specifically made regarding this point, never lactat 
It would seem as though there were some predisposition to carcinoma 
breasts that have not lactated. 
Duration of the Tumor Prior to Treatment.—The average period elapsing 
between the time the patient first noticed the tumor and her entrance into th 
hospital for treatment was six months. It is interesting to note that in spite 
of propaganda and the employment of every means known to educate t! 
laity and physician regarding the significance of a “lump” in the breast 
the duration of the tumor mass in patients admitted in 1915 averaged six a1 
one-half months, whereas in 1924, the duration was six months; hardly suff | 


cient difference to make one feel justified in telling that any real progress has 
been made along these lines. It is interesting to note that of five patients 
followed at least five years, that a history of a tumor mass existed in one cas 
for two and one-half years; in two cases five vears, and in two cases, eight 
years, one patient lived nine years and then died of a recurrence, two are alive 
and free of visible recurrences at the present writing, and finally two prompt] 
developed recurrences. The longest duration of a tumor mass, I2 years, 
occurred in a male patient without glandular involvement. This patient died 
three years after a radical operation of a recurrence. Broders first called our 


attention to what he calls the “index of malignancy,” based upon cellular 
differentiation. Sistrunk and MacCarty, in an analysis of a series of breast 
carcinomata, based upon a histological study of the neoplasm, arrived at the 
conclusion that the duration of life following the operation was in no small 
measure dependent upon cellular differentiation, hyalinization and _ fibrosis 
It would certainly seem as though some factors inherent in the neoplasm, o1 
perhaps in the patient herself, predetermined some of these findings. 
Location of the Tumor.—lIn 116 cases, the tumor occupied the left breast 
in 102 the right. The location of the growth designated according to breast 
quadrants was as follows: 90 occupied the upper and outer quadrant ; 22 th 
upper and inner quadrant; 24 the nipple region; 1o the lower and inner 


quadrant and 12 the lower and outer quadrant. In the remaining cases, no 
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definite mention ot the breast quadrant harboring the tumor w 
relationship of the position of the tumor to lymph-adenopatl 
cussed in considering lymph-node involvement 

Patholog he various tumors were all examined by the patl 
the hospital, Dr. F. S. Mandlebaum, and were classified as i howt1 


III, which also how the attendant l mph aden path tor the enti 
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{ The iscrepancy pathological reports and number of patients followed XO 
accounted for by the fact that some were classified merely as carcinoma and 
ot the recurrent cases, the pathological report 1s missing 


lable Ill reveals the different pathological types of breast cancer met 
’ 


n type, 


with in this series, as well as the lymph-glandular involvement for ea 
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as encountered at the operation. Table IV shows the different path 


types for 70 of the &y patients followed for at least five years, wi 
percentage of each type and the percentage of patients alive and well 
group. Many of these groups are much too small to permit conclu 
to the relative benignty or malignity of one type of carcinoma as op] 
the other. There is one group, however, commonly classified with the 
carcinomata which seems to be relatively non-malignant. We refe1 
papillary cyst adeno-carcinomata. In this series we encountered thre 
Two of the cases were treated by simple mastectomy, and will be refer 
later. One died of a recurrence six years after a radical amputat 
the breast. 

Glandular Involvement.—Reference to Table III shows that 56 
of the entire series revealed lymph-node involvement; 35 per cent. shows 
evidence of lymph-node involvement; in g per cent. the presence or a | 


of lymph-node was not mentioned. Of 139 cases followed for a peri 


from 2 to II years, 59 per cent. showed lymph-node involvement ; 30 per 


were uninvolved, and in 11 per cent. no mention was made of the 
absence of involvement. Of 218 patients, 106 gave palpatory « 


some lymphadenopathy ; the pathological findings, however, did not su 


tiate this in all the cases. It seems as though the tumors situated i1 


and outer quadrants of the breast gave a relatively higher prop 


glandular involvement; but our findings here are not in sufficient numly | 
warrant a definite statement to this effect. 
Follow-up Results—We have attempted to simplify the interpretat 


of our follow-up results by combining in one chart (see Chart |) the nu 


» follow each vear, beginning with the v 


of patients we were able t 
and continuing through 1924. At the top of the chart, we have in se 
the number of years it was possible to follow each group. We hav 
over, subdivided each year so that deaths and recurrences could be tabul 


| 
rinal 


in the order in which they occur. ‘These subtracted from the origi 
or from the number of patients alive and well at the end of any giver 
period, immediately reveals the number of patients still alive and well 


marized, our effort at follow-up shows the following: 


Of 139 cases followed one year there were 21 deaths, 5 recurrence: 7 
cent. living. 

Of 139 cases followed two years, there were 23 deaths, 3 recurrence 
cent. living. 

Of 125 cases followed three years, there were 12 deaths, 1 recurrence, 66 « 
cent. living. 

Of 115 cases followed four years, there were 14 deaths, 2 recurrences, 4$ 
cent. living. 

Of &o cases followed hve years, there were 5 deaths, oO recurrences 
cent. living. 

Of 73 cases followed six years, there were 6 deaths, 0 recurrences, 23 


cent. living. 
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there w n equ er with and without glandular metastases ; whereas 
f th ew pat \ lived, nine, ten and eleven years, all had glandulat 
metast We wel irprised to find that of those patients who lived tor a 


period bx dl =o per cent. had axillary glandular metastases, tor we 
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were led to believe that this was most unusual. Whether this is due to th 
small series here presented or to the possible limited extent of the axill 
involvement, is conjectural. 

Recurrences and Metastases.—Ilt is not an easy task in a series of this 
kind, where reports of deaths are obtained either from relatives, socia 
workers, or from sister institutions who care for incurables, to establish with 
accuracy the number of local recurrences as opposed to distant metastases 
The data, however, at our command showed the following: In the first year, 
5 patients developed local recurrences; in the second year, four, and in the 
succeeding years there was a corresponding decrease in the number of local 
recurrences in contra-distinction to the number of deaths from distant 
metastases. For example, of those patients followed at least six years, six 
died of carcinoma during that year, but none of these, as far as our records 
show, developed local recurrences. The following distant metastases occurred 
in this series: Lung and pleura, 6 times; spine 3 times; supraclavicular nodes 
3 times; liver 2 times; peritoneum 4 times, This must give rise to speculation 
and leads me to repeat what, | believe, | have expressed before this Associa 
tion on a previous occasion, namely, that those patients who develop distant 
metastases, in the absence of any visible evidence of local recurrence, probably 
had extensions of the process into lymphatics beyond the operative field 
before they submitted themselves for treatment. In other words, the surgeon 
in spite of the most radical operations, faces a condition against which he can 
hardly hope to cope. On the other hand, the question of local recurrence, | 
believe to be intimately bound up with the conditions as found at operati 
and these will vary in the main with the degree of axillary lymph-glandula: 
involvement, adherence of glandular masses to the axillary vein or to the skin 
of the axilla or any other factor or factors which makes the surgeon feel 
one reason or another that conditions were not suitable for a really radi 
operation. It is interesting to note that in the few cases in which the prog 
nosis as to life expectancy or recurrence was indicated by the surgeon at th 
time of the operation, his judgment was borne out by subsequent events 
We have not found that supraclavicular fulness following the radical opera 
tion is necessarily indicative of a beginning or established supraclavicular 
involvement, but rather believe that it is, in most cases, the result of a lympha 
derna which involves the skin and subcutaneous tissues of the supraclavicular 
triangle. We have followed a number of patients over a period of years 
who have marked supraclavicular fulness, without any palpatory evidence 
a recurrence here. ©n the other hand, its presence should make one su 
picious of the possibility of supraclavicular lymph-node involvement. 

Uleerating and Inflammatory Carcinomata.—We have encountered three 
cases which answer the description of inflammatory carcinoma as described 
by Lee and Tannenbaum. All these patients developed prompt recurrence and 
a generalized carcinosis within six months after operation. 

Bilateral Mammary Carcinoma.—Two cases presented themselves with 


what we took to be consecutive bilateral carcinomata. One patient is alive 
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and well 14 years atter the first mastectomy and 7 years atte 
The other patient developed her second carcinoma 3 vears afte 
operation and died of a recurrence 1 vears atte the second Det 

Sero-hemorrha r Hemorrhagic Discha trom tl 
patients ot this series presented themselves with a bloody dischat 
nipple In each instance, a duct papillary carcinoma or a pay 
adeno-carcinoma was reported. Ina similar length of time, the recor 


that nine patients admitted with a sero-hemorrhagic discharge p 


~ 


J 


benign duct papillomat oposes to review this series 

Simple Breast Amputation.—In three instances (these are not 1 
the series) a simple mastectomy or local excision Tor a papill irv cy 
carcinoma of the breast was done. One patient followed for two years w 
alive and well when she was lost sight of. One patient 1s alive and well 


years after operation; the third patient could not be traced 


Pre-operative 1 Post-operative X-ray Theraj In six patient rf 
those we have been able to follow, prophylactic X-ray radiation was et 
prior to the operatior hree ot those are alive and well tor periods of 3 
and 5 years. Three have had recurrences It is almost impossible for us 
to accurately evaluate the benefits of either pre-operative or post 
radiatio1 We are employing post operative radiation almost as a rout ( 


measure at the present moment, but have seen recurrences begin and increase 
in size in areas treated most intensively loo many other factors ent 
consideration \ number of patients who are now alive and well and wl 
are included in the follow-up statistics have received the benefit 


operative radiatiot Llow much this has influenced longevity is con 


CONCLUSIONS 


1. A follow-up three years after amputation of the breast cannot 


considered as of great value. 


2. Even a follow-up of five vears cannot be considered as absolutely 
conclusive; too mat patients die after this period trom recurren 
metastases 

3 Kor all prac il purposes, the tate ot the patient 1S sealed at the time 
of the operation Che prognosis depends upon three tactors 

lhe local extent of the process. 
lhe presence of distant metastases 
he care with which the operation is done 
1. The modern operation is usually successful 1 eradicating the local 


process, as is evidenced by the very large number of cases dying trom dist 


metastases, without even a suspicion of a recurrence 
5. At the present writing, we are practically powerless in the presence of 
distant metastases 

6. The late results of the operation are not as favorable as one might be 


led to believe from a cursory examination of the literature. 
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THE CAUSES OF CICATRICIAL CONTRACTION 


By J. Suevtron Horstey, M.D 


or Ricumonp, \ 
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\( requ ere Na ippeared in su il eratul 
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be us with the exp 
tation that after the epi 
thelium had covered the 
interior ot the ns 
plant ! nent 11 
tion W uld be « tal] hed 
Strictures, how+ ( 
ire usually covered wit] ' 
epithbeliun V] hist 
l ric ¢ tminati1 i strictu ny \{ mV cica ; tro 
tace, often show epithelial covering that is not far from nort , 
the epithelial COal preserved and the patholog1 c] inges af 
tissues. In cicatricial contractions about the head and neck. wl 


mon atter burns, the epithe hal cove ring 1s practi lly normal. but t 
tion 1s Lie to the ir Tissue beneath he maximum mtracti 
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tion of the head and neck, and the upper arm was adherent to the body. (Fig. 1 \ 
plastic operation was done and the excised scar tissue was studied histologically. Ever 
in the region of greatest 
contraction and densest 
tissue the epidermi 
practically normal 

A comparison of 
tions from an area of thi 
contraction with those fron 
normal skin is interesti 
Figure 2 is a_ photomicr 
graph of normal skin fron 
the chest of a woman op 
ated upon for mammat 
carcinoma, the skin be 
taken from the margn 
the gross specimen. \\ 
compared with Figure { 
from the densest ma 


scar tissue in the neck (lig 





1), but httle difference 


Fic. 2.—Mrs. F. Normal skin from chest. Note the epidermis . a 
“ 7 ¥ : _ ° c —_— ° » ~ « ” >) t i 
with a section of a duct to a sweat gland which has been cut partly be seen in the two « pl 
obliquely, and the structure of the connective tissue of the coriun coverings. The contract 
(X 60.) ' 
is due to the replacement 
the true corium by dense scar tissue. As corium consists chiefly of connective tissuc 


the scar is connective tissue, the histologic difference between these structures is 
marked. Figures 6 and 8 
show sections from the pec- 
toral and the axillary con- 
tractions of F. K. ( Fig. I). 
There is an essentially nor- 
mal epithelial covering. Sec- 
tions from cicatricial con- 
tractions elsewhere in this 
patient present the same type 
of epidermis. 

Figures 11 and 12 are 
trom a section of a scirrhous 
cancer of the breast in which 
there was marked contrac 
tion. The connective tissue 
is in very dense bands; there 
are occasional areas of appa 
rently degenerated tissue and 
some carcinomatous cells 


arranged in typical acini. 





Figure 13 is a photomicro 
graph of a section from a 
cirrhosis of the liver in Fic. 3 Mrs. F Higher magnification of the cor 
which there was contraction. he preceding photomicrograph. (X 150 
The connective tissue is in approximately straight fibres with considerable leukocytic infil 
tration due, doubtless, to the irritating effect of the toxic substance that caused the « 
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contraction, tl 


When the histologic structure of a contracting scar (Figs. 4 
10, 11, 12, 13 and 14) 1s compared with . which the 
traction (Figs. 15, 16, 17 and 1S), it 1s seen that there is no ess 
ence. The epidermis over a non-contracting scar is also appare 
In kig. 16, scar tissue Of a non-contracting scar 1s in contact witl 
corium. the tissue 1s 
from the abdom: scal 
of an operation Gone two 


vears ago, the scar being 


excised during a later 


operation. The tissue in 
a non-contracting scar in 
the breast ig. r5) con 
tains some of the wavy 
tvpe of connective tissu 
Theoretically it would 
seem that the way type 
in which there is contrac 
tion of the total length 
of the connective-tissue 
fibres would produce the 
sreatest contraction. This 
type was tound 1 irc 
noma of the bowel ( Fig 
14) and in some of the 
sections trom cicatricial 
contraction of the neck 
(bigs. 6 and 7), but it 
does not show in the scit eK I 
rhous Cane€ee€éi I the : 
breast (Figs. 11 and 12) 
nor in the cirrhosis of the liver (Fig. 13). It also occurs in non-c 
scars (Figs. 15, 16, and 18) 
Various types of connective tissue are found in cicatricial 
In Figs. 6, 7 and 14 there is a wavy type, but in Figs. 5, 8, 10, 
also from an area of contraction, the connective tissue is in d 
bundles. When compared with sections of normal skin ( Figs. 2 
non-contracting scars (igs. 15, 16, 17 and 18), no fundamental 
difference in the connective tissue can be seen 


\ histologic compariso 


does not seem to give any clew to the cause of contraction. 


we must look elsewhere than to the microscopic study of the connective 


constituting the scat 


rhosis. Ina slowl rowing cal 





n of the connective 


tissue 


rom 


all 


lt 





these 


ap] eCaTs 
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The origin of connective tissue has been the subject of interesting res: | 
in recent years. George A. Baitsell seems to have shown that connect 
tissue in the chick embryo and in the amphibian begins as a “ transpar 
gelatinous, cell-free ground-substance which, in general, pervades 
embryonic body from very early stages of development,”’ and which he thit 
is a secretion of the cells of the various germ layers and has no connecti 
with a syncytium or any transformation of the cytoplasm. Fibrillation 
occurs in this ground-substance and increases as the embryo grows. 
formation of the g1 
substance is followe 
the invasion of 
mesenchyme cells wl 
using it as a supporti 
material, apparent! 
the same way that cel 
utilize the plasma clot 
tissue cultures, n 
through and modify 
various ways.” 
Hertzler has { 
that in certain conditior 
peritoneal healing n 
occur by direct transto1 | 
mation of the fibrin wi 
out the intervention 
granulation tissu 
Pea. ¢.anil  Bltas deer view of « | of the same slide Where there is a disti1 
‘rom which the pre: a} ‘ id (X 150 


granulation tissue, how 
ever, the process of healing is more complicated and there seems to 
transformation of the cells of the granulation tissue into connective ti 
though some of the connective tissue may be from direct changes in the filr 
as has been suggested by Hertzler and by Baitsell. According to H 
Jordan, of the University of Virginia, lymphocytes are the chief elements 
the organization of scar tissue. Carrel has shown that leucocytes hav 
growth promoting function. Jordan and Speidel have shown. that 

“ trephonic ” action is probably located in the lymphocytes. Moreover, Cat 
and Ebeling have demonstrated by tissue culture methods that lymphocyt 
may differentiate into fibroblasts, confirming the earlier claims of Poli 
and Desplas and of Renaut. 

According to H. E. Jordan, the fibroblasts of the developing scar ti 
apparently have origin chiefly from lymphocytes, in small part from th 
connective-tissue cells stimulated to proliferative activity by the presenc« 
leucocytes, and possibly in very small part also from endothelium ( Mallor 
The variable origin of the fibroblasts from lymphocytes, connective-tissue cell 
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little tendency to contract. Thiersch grafts do not, as a rule, prevent 
recurrent contraction, though they may in some instances mitigate it. 

The causes of cicatricial contraction can be classified roughly under tw 
heads, direct and indirect. The direct cause is a toxic substance whic! 
the last analysis is, of course, chemical and consists of products fo 

outside of the body 

as from bacteria 

produced within 

cells, as when they are 
affected by radi 
energy. The indi 
causes may be con 
ered as predisposing 
1. Direct caus 
, tricial contractio) 
products produc cd 
(a) Burns (by | 
ligh > ow 
tricity ). 
(b) Chemicals 
(c) Bacteria. 





. ~-** > | 
—— (d) Cance) | 
(e) Trauma, a | 
Fic. 7 F. K. The connective tissue from the lower portion of : 
the preceding figure, showing the wavy fibre f the connective tissue affected 
ith stad alt Neale te Mme Te ; 
with regions of leukocytic infiltrati X 150 He rs | 


(f) X-ray or radium. 


2. Indirect causes: 
(a) The general disposition of the individual toward scar ti 

formation. 

(b) The portion of thi body affected. 

(c) The absence of strain or tension on the scar. 

(d) Lack of proper blood supply. 

(e) The absence of natural resistance toward physiology 
tions or excretions. 

(f{) The quantity of scar tissue. 

i—(a) Cicatricial contraction is particularly noticeable after burns. Thi 
is probably chiefly due to the fact that along the margin of the completely 
destroyed tissue there is a zone in which the cells are injured but not killed 
and sooner or later the more highly differentiated of these cells will b 
replaced by connective tissue. The toxic product from burns may result 
partly from destruction of the cells and partly from substances developed 
within those cells injured but not completely destroyed. Often a burn is 


complicated in healing by infection when the toxins of bacteria are added 
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| (b) Toxie products 


tormed in much 


acids or alkalies, doubtless 


the chemical itself having 


cells are injured but not completely destroyed 


i—(c) The toxic products from bacteria are 


from the bacteria themselves, 


with living tissue lhe 
reaching Vside trom 
infection of a wound, 
which causes necrosis of 
the local tissue and in 


jury of the adjoining 
cells, mildet LOXKK bacte 
rial products gain access 
to the circulation and 
sometimes seem to have 
a specific action upon 
certain tissues, lhus, 
cirrhosis of the live 
(Fig. 13) may be caused 
hy the toxins of the 
colon bacillus, or Irom 
toxic products supplied 
through the spleen as 
well as from the chet 

cal toxic products from 
alcohol or chloroform. 
Dupuytren’s contraction, 
due to cicatricial bands 
in the palm of the hand 
over the flexor te lons 
of the little an ! 
fingers formed without 


apparent trauma, h:; 





s been puzzling. 


sity, thinks the first step in the 


be the removal of foci of 


intection in the teeth or in other portions 


body with the idea that bacterial products from thes 


for the fascia of the palm of the hand. 


for the mucosa of the pyloric 


has often been emphasized by Rosenow, wh 


peptic ulcers and inflammation in these regions 


quently result in cicatricial contraction and stenosis 


I—(d) Malignant disease causes reaction in the 


surrounding tissu 


a cancer grows rapidly, cells and nutrition are abundant and the diss 


run its course before there is opportunity 
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changes of mature connective-tissue formation to occur. In the mor 
growing cancers, however, the reaction from the toxins elaborated duri 
growth of the cancer cells cause marked connective-tissue formati 
cicatricial contraction within the tumor itself. This is commonly seer 
breast, as scirrhous cancer, and in certain cancers of the large bowel 
11, 12 and 14). 

I—(e) Trauma may produce a defect by removing or destroying 
mass of tissue, or may injure only a few cells. Between these extreny 
are many degre 
jury. Trauma seet 
produce toxins 
effect on the tissu 
which in their deget 
tion release thes¢ 
ucts. If this wer 
true the stimulus | 
pair would not 
Multiple and frequent 
repeated mild tr 
before scar tissu 
fully develope d ten 
increase scar tissu 
mation: but aft 
maturity of the scat 
mild repeated traut 
such as massage, 
causes some absorpt 
of the scar tissue. 
sue cells neeroti 
generating from lac] 
blood supply doubt! 
produce toxic produ 


as do cells affected 





Ihe scar tissue is dense and immediate]. eneath the enidern 


trauma. 


111 : ' 
parallel ‘0 he surface, but beneat t ‘yer Columns appear it 
right-angle X 150 


i—(f) Cicatri 
contraction following X-ray or radium burns presents several interest 
problems. These scars are usually very painful. The pain apparentlh 
largely ischemic and due to the lack of blood supply, which in turn seet 
to be induced by the action of the X-ray or radium in stimulating 
endothelial lining of the blood-vessels and causing the endothelium t 
liferate and occlude the vessels. As has been discussed before, scar tissu 
being able to survive when more highly differentiated cells cannot. the result 
ing lesion from intensive application of X-ray or radium, which injures tissu 
cells and so produces toxic products, consists largely of scar tissue. In | 
19 is shown a slightly contracting scar following an X-ray burn. In thi 
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2—(a) Among the indirect causes of cicatricial contraction is a c 


idiosyncrasy. In some persons scar tissue forms more readily than in ot! 


Fic. 12 Mrs. M Photomicrogt 


i portion of the preceding picture 
in the upper right-hand side, and 


not contract, whereas in other regions scars of apparently 


produce marked contrac 
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— 


A small scar, f{ 





Stance, 


which is met 


linear soon aft 
operation, wee} : 
months later without 
apparent catlse ma 
velop into a large, b1 
scar. This is not alwa 
accompanied by conti 
tion, and frequently su 
a scar is quite cellular 
and is called a_ kel 
In some true kel 
however, even whet 
there no contracti 
the connective tissue 
pears very dense 
2 (b) The port 
of the body involved | 
mnnective tissue shows well much to do with 
xceed lense X 150 
development Of Ci 
ial contraction. It is well known that scars in certain regions of the bod 
similar natut 
} 


tion. Every surgeon 
avoids a longitudinal 
scar in the palm of the 
hand, in the axilla, or in 
the middle of the neck, 
whereas a_ transverse 
scar in these regions 
does not contract. lLon- 
gitudinal scars on the 
flexor surfaces as in the 
popliteal region, in the 
front of the elbow, and 
particularly in the axilla 
or on the anterior sur- 
face of the neck, are 
very prone to contract. 
Longitudinal scars in the 
axilla or in the anterior 
surface of the neck seem 





FiG. 13 A section from cirrhosis of the 
issue 1s rather dense with straight fibres 
leukocytic infiltration. (X 60.) 
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THE ( ES OF CICATRICIA ( ) VC TIO) 
to be more F ely | ict than 1n the pop! ( e¢ 
elbow his may be due to the fact that in these latter reg 
position Lo! the li 
neck or in the awilla ( 


to be Hexed ; they aTe Ii 
2 < J \l 11h 
pressure or tensi1ol 


to contract when there 


respect il liffers some 
what from normal 
nective Tissue ‘' 


which it may be 
logically almost ident ul. 
Though freque 
traumas in the pr 

of healing mav a d t 
the scar, later whe: 

scar 18S mature, measure 
that produce § increas 
circulation and incre 
metabolisn 

quently CAUSK some t 


the scar tissu I 


induce such a « 
and SO) wea kx ( 
whole scat In cert 


locations intermitt: 





stretching tends t 
crease the sCal il 
am | M S \ 
make it give way. Str ; — eth ecis 
tures of the urethra, { 
Ys ' 1 Fence esseasl } 1 1 4] 
example dfeC oren ed by the occasional passage tT a sound, and t 


rich: SS ] 7 } no Ff ] ] r ‘ ] 
tricial tissue, fro x rather dense at the stricture, may almost entir 


disappear Che tension on the scar of an abdominal wound, however 


almost constant betot1 the Bassini Operation came into vogue the 
Charles McBurney devised 


founded On CXCeESSIVE 


of May { 19260, has 


an operation tor the cure of hernta which w 
tissue tormation. Dr. William B. Coley in a lette: 
¢ n me his personal recollections of this operat 

he was house surgeon in the New York Hospital at the time McBurne 
brought it out Lhe technic consist 


( isted in leaving the wound widely op 
stitching the skin on either side to the bottom of the wound so that granul 


tions came trom the bottom up. The entire wound was then carefully pack 
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} 
The operation was based upon the idea that the dense scar tissue woul 
a barrier against recurrence. Doctor Coley says: “ As a mattet 
however, the scar tissue very quickly began to yield and in most of 
in which the operation was performed at the Ruptured and Crippled 
rence took place within the next few years.” 

2—(d) The lack of proper blood supply may predispose to the for ' 


of cicatricial contraction. This sometimes acts by lowering the resista 

the tissues to bacterial invasion and so increasing the scar, or, in a trat 

flap, even without infection, the nutrition may be at so low an ebb that w 

the more highly differentiated tissue cannot survive, the lowly scar tissu 

flourish and 

\ striking illustrat 

the re plac ement 

highe r class of tissu 
contracting scat 

in atrophy of the test | 
when its nutrition 

paired. This cor 

has be« Hh OCCASION i 
observed atter 

operations tot 

when the bloo 

to the testicle has 

unduly impan 

atter operations |! 


1 


descended t 





which the Ss] 
ID 3 we artery. has beer 
. posely severed 11 
ee oe permit the testicl 
brought into the scrotum. ‘These operations have been followed fi 


swelling and later by atrophy of the testicle. Hermann B. Gessner, of New 
Orleans, in experiments in which he severed the spermatic artery in Ing 
dogs, usually found the testicle swollen a few days after the operatior 
later atrophied. There was no gangrene, but an eventual decrease of 
epithelial parenchyma of the testicle occurred with an increase of « 

tive tissue, 

2—(e) Another interesting predisposing cause of cicatricial contr: 
is the absence of resistance of some tissues to certain normal secret! 
excretions. This has been shown in attempts to repair the common bil 
In a series of experiments in which | attempted to repair the commor 


in a dog by transplanting a segment of everted vein, it was found tl 
was marked inflammatory infiltration of the transplanted vein with subsequent 
contraction and complete occlusion if the dog lived several months 
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L iQ? 
occurred regular] Line dog that urvive I ‘ 
transplant shows tne portion nearest the le the intern 


always deeply 1 
with round ct 


the outer coats were hut 


slightly affected 

2? > . 

lack Ol | ca resist , 
to a roreign eC} 

ment is illustrated in 1 
occurrence yf 1¢ 


ulcer atter gastt 
ostomy with at 
pvloru \lar 
Williamson have 


duced in a d 1g 
peptic ulcel 1) 
tomosil { ] 11 





stomach attet 


the alkali e du 
contents in mat - , x 
stances a peptic ulcer was tormed where the mucosa of the jejunum 


the alkalis ¢ 


the duodenut 






normal jejunal contents 


x even though tl 


in ( 
may resist traun 
the soft velvety 


lining of the jejunu 


could not withstat 


the reconstructi 


us we should alw 
lake nto considet 
F | ; 
‘ this phenomenot it the 


] 
adaptation of tissues t 
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their environment. No matter how neatly the suturing is done, if th 
planted tissue has not some biologic relationship to the region in whic! 
placed and if it has not resistance to the secretions from the viscus to \ 
it is transplanted, there will be marked reaction and consequently gr 
tissue formation and contraction. This is true not only of ordinary 
tions, but to some extent of infection. Wounds in the perineum, for ex 

as from perineal 
tectomy, which mu 
necessity be eX pose 
infection from 
usually heal pri 
and without w 
cicatricial contracti 
whereas if a small 
tion of the fecal 
which must occas! 
contaminate peritone 
wounds be transplant 


to a wound in tl 


pubic region ot 
where high up 


body. severe Init 





would result. It is 
; uncommon for bone 
fracture of the jawbon 
either complet 
severe trauma or partial 
as trom extractior 
tooth, to he expose 
the secretions ot 
Fic. 22 Section from portior f a vein that was transplanted t mouth, and vet ottet 
fill a defect of the common bile duct of ad A The vei was everted : oo ; n 
so that the internal surface of the transplant of vein consisted of the little if anv infect 
adventitia and lined the lumen of the transplant rl howr er | . i 
the right, whereas the external surfac« inspla occurs. na COnmpou i 
consists of intima. Note the marked infiltration of the ternal lining ae R ; | | 
of the transplant on the right (X 30 From Jour. Am. Med. A tIracture of the eg 


Oct. 12, 1918, vol. Ixxi, pp. 1188-1194 atin = es 
« . « ‘ Spu 


to the saliva and bacteria from the mouth would commonly result in sey 

2—(f) The quantity of scar tissue seems to have much to do wit! 
contraction. The greatest contraction is usually along the central mass of 
scar (Fig. 1). For this reason it seems probable that lack of nutritior 
the scar tissue causes some shrinkage of the cells which may tend to pron 
contraction. Occasionally there is found a narrow strong band of conti 
tion. This is doubtless due to the survival from an original greater mass 
scar tissue of the central portion which had become so well organize 
even when better nourishment caused absorption of some of the scar, t 
well-organized central portion remained. | 
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| a blood supply so that the higher tissues may survive and not be overwh« 
by scar tissue. 
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JOHN STAIGE DAVIS 


Che first book on plastic surgery was published in 1597 by Gaspar || 
cozzi and in it he described several operations, but gave special promine: 
his method of rhinoplasty in which he used a pedunculated flap from t! 
In the course of a few years, this work was forgotten and it was not unt 
beginning of the 19th century that real interest was taken in plastic 
by the foremost surgeons. During the first half of the 19th centu 
strides were made in evolving principles and working out operative proc¢ 
Some of the most distinguished surgeons of that time are known to-d: 
by the plastic operations, which have their names. The transplantati 
skin and other tissues was a development of the latter part of the cent 

Most of the fundamental ideas on which are based the majority 
plastic operations used to-day were worked out during the 19th century 
of them more than one hundred years ago. 

Before the World War such men as Morestin, Nélaton, Ombrédann 
l‘rance, in plastic surgery, far ahead of other European nations. In Gert 
l.exer was preeminent in plastic work and created much interest in the 


ject. In England, apparently no one of note was interested, while i: 


Kuropean countries, except for certain surgeons who specialized in op 


tions on noses, eyelids or lips and palates, there were no outstanding 
In the United States every general surgeon was doing plastic wor! 
came along in his service. No one was specializing in this subject ar 
of the busy surgeons had time or inclination to delve deeper into it. 
About twenty years ago, Doctor Finney knowing of my interest in th 
ject advised me to concentrate on this work. As | became more and 1 


fanuliar with the scope of plastic surgery, I found that the literature, 


dated from the earliest times, was very widely scattered and that no atte: 


had been made to gather the threads together and codrdinate the d 
branches of the subject. Moreover, it had apparently not occurred to ai 
that the field was large enough or important enough to become a se] 
sub-division of general surgery. In fact, the idea of combining the 
problems of the entire body as far as I could find out had not previously 


thought of. I was speedily convinced of the importance of plastic sur; 


and soon saw the necessity of its development into a sub-division of gene: 


surgery. This work was well under way before the World War begat 
Many of you are unaware of the bitter opposition which developed 
the suggestion was brought forward that plastic surgery be made into a 
nite sub-division. It is an interesting story which I will not take up at 
time. I am glad to say that at the Johns Hopkins Hospital the matter 
finally been straightened out and plastic surgery 1s now on a firm basis 
There is no question but that the war stimulated general interest in 
subject, but as a matter of fact, little advance was made in the principle 


plastic surgery, although the very large number of cases available mad 


possible to standardize and improve operative procedures in certain group 


facial injuries. 


With few exceptions, the group of men assigned to plastic work duri 
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surgery is. When this has been accomplished, then the task of educati 

public will be simpler. . 
Plastu Versus Cosmet Surge ry. Plastic surgery is confused 

minds of many with the work done in beauty parlors. Without que 

plastic or reconstructive surgery is absolutely distinct and separate fror 

is known as cosmetic or decorative surgery. As a matter of fact, a very 

part of real plastic surgery is done for cosmetic or decorative reason 

\ll plastic surgeons have to do cosmetic work occasionally, usually 

course of other procedures, but do any of you happen to know of a ti 


surgeon of standing in the profession, who has become a decorative su 


The so-called * plastic surgeons,” who are usually well advertisé 
who are really “ beauty doctors” should be termed cosmetic or dec 
surgeons, as few of them have even a glimmer of the principles of legit 
plastic surgery, and none of them are interested in the real problems 
work. When possible, | avoid even the use of the word cosmetic 7 in 
ports, as I feel that it has little place in true plastic surgery, whos: 
object is the correction of actual deformities. 

Personally, | have never cared to do cosmetic surgery, as its aims 
coincide with my conception of what true plastic surgery should b 
sure that Doctor Lewis agrees with me when I say that at the Johns H 
Hospital we are not interested in either the development or performatr 
cosmetic surgery. 

The question is often asked, what is the ethical difference between 
an abdominal operation and removing wrinkles from a sagging face 
answer is simple, the abdominal operation is necessary to the healt! 
patient, the operation for removal of wrinkles is unessential and is 
decorative surgery, so these conditions cannot be exactly compared 

However, there is a group of patients who desire face lifting, o1 
similar procedure done, who have a definite psychosis, and at times the pla 
surgeon is called upon to operate in order to relieve the mental condit 
These patients are seldom satished, however good the result may lh 
nevertheless they have to be taken care of, as to them the unessential 
operation means more than the relief of a severe abdominal conditi 

Training.—l| feel very strongly that it 1s imperative for the surgeon 
expects to do plastic and reconstructive work to have a thorough general 
gical training, including a good working knowledge of anatomy and patho! 
before attempting to specialize in this branch. 

The plastic surgeon should be more than a skillful operator. He shou 


know how to care for large unhealed defects and how to prepare them 


contemplated plastic work, although it has been said by those who should know 
+ Cosmetic, definition of, from the Century Dictionary: Pertaining to beaut 
fying; improving beauty, particularly the beauty of the complexion * * * Aj 


tion that renders the skin soft, pure, and white or helps or professes to be able t 
to beautify or improve the complexion * * * The art of anointing or decor 


human body, as with toilet preparations 
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obscure abdomina r brain lesions Nevertheless, accurate diagt 


equal importance plastic surgery, as pertect understanding of the extent 
of destruction or change in form in the structures involved is ess« 
well as the real tion of the physical and mental effect ot the les 
many instances tl s far less simple to determine than it would seem to on 


unfamiliar with the difficulties involved and requires very circumspect hand 
ling, much thought and the aid of models, Rontgen-rays and many of the 
routine diagnostic methods The keenest surgical judgment is often neces 
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' 
sary to determine what should be done and how to do it; whether o1 
plastic procedure should be finished at one operation; how far to go 
initial operation, and when to follow with the secondary procedures. 


Results —The results obtained in many of the deformities correct 
little short of marvellous, but where there has been extensive destruct 
tissue with much surrounding scar infiltration, it is rather far-fetch« 
claim that the part can be made to look exactly like it was before the acci 
However, the improvement obtained in the majority of cases is wel! w 
striving for. 

Research. The field of research in plastic problems is a large one 
while very little stress has been laid on this aspect of the matter, consicd 
progress has already been made, and we are endeavoring to advance the kn: 
edge of the subject along rational experimental lines. Much of this w 
should be done in the experimental laboratories, but there are important 
search problems to be worked out in the operating rooms and wards, w 
also require the trained investigator. For example, | might mention that 
is still much to be learned about the utilization of transplanted tissue 
their fate; the processes of repair; the chemistry of healing; the p: 
use of tissue cultures; the causes of congenital malformations, and 
ad infinitum, 

The literature of plastic surgery is increasing very rapidly and nume: 
articles are appearing in many journals. Might it not be worth while t 
sider the publication of a special journal devoted to plastic surgery 
various phases similar to those of other surgical sub-divisions 

What is the financial return which may be expected by a well trai 
surgeon, who limits his work to general plastic surgery? is a question 
is often asked by young men who are contemplating taking up this bran 
surgery. Not as much to be sure as 1s made by a very popular general 
geon, but enough for all practical purposes. It is impossible for any 
to pay in dollars and cents for the services rendered in some of the long 
out cases, but I can say that there is a personal satisfaction in the succ: 
outcome of this work, which | do not think any other division of surgery 
| believe that service to others is the watchword in legitimate plastic sur: 
even more than in other branches of surgery. It is true that the deformiti: 
dealt with by the plastic surgeon are found more frequently among thos¢ 
blessed with a superabundance of this world’s goods, but if these patient 
be put back to making their living and can go about without attracting um 
attention on account of their disfigurement, then something really worth w! 
has been accomplished. 

If one eliminates the ideals of ethical plastic surgery and goes into wl 


known as cosmetic or decorative surgery, then the financial picture ch 


he incomes made by some of these men, who are mostly quacks, are 
to be enormous, as the individuals who want face lifting and similar 
tions done, usually have money to pay for it, and as a matter of fa 


told, have to pay for it in advance or it is not done, 


208 








JOHN STAIGE DAVIS ' 


to grow wider and the work becomes more useful in the scheme of 
surgical department with its various sub-divisions. 

| believe that very soon there will be created in every large surgi: 
a sub-division of plastic and reconstructive surgery, such as we now 


1 tran 


) 


the Johns Hopkins Hospital, under men especially fitted an 


this work. 
l am now confidently looking forward to the time when this divi 


send out men adequately trained in general plastic surgery from the 


point of the laboratory, the wards and the operating rooms, and to 1 


to be able to add some common sense and a good deal of th 


human kindness. 
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hn | Paul MINN 


REI | ota ly the mus the ) 
operati e ul i cleft phincte mu 
propose a new m tho tf closure but to discu 
involved 

The terms here used ire those of the clas l 
ine sugyg 


Davis and 


raviona nang 


1 } 
simple and 
ture has been built u 
the title “‘ Hare Lip 


blems be redi cu 


many pro 


ipon the original idea: a 


in the concept of the 


The essential point the plan are that the « 
its component parts the term “ hare lip 
not misleading teri erased Ikach clett is 
embryonal closurs e to be emphasized oy 
of more importance: i given cast 


The proposal offers an opportunity of de 
the alveolar proce left, the hard palate cl 
only as to form, but what is of equal, even 

* Rea e ti cal Surgical Ass la I 
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id the soft palate cleft 


more importance, the degree 








HARRY P. RITCHII 


the cleft. I believe that many problems now under rigorous debat 


settled on the basis of degree. | am impressed by the observation tl 


troversy as to procedure in this surgical field is often caused by a | 
indirect terminology, and that the use of common descriptive term 
greatly obviate this tendency. Thus by our plan of record, the arrai 
of the tissues may be exactly recorded in direct, positive and unvarying 
It requires only a cursory examination to prove that each cleft 


different tissues which require consideration of appropriate surgical p1 





The procedure in closing each cleft must conform to the characte: 


tissues and since these vary, the technical phase must be approached 
plan of separate clefts, the methods of repair to be determined indepet 
The purely surgical problem, judgment as to time, combinatio: 
sequence of operations, now becomes widely broadened. The hart 
cleft palate idea is too narrow. It fosters the use of special routine 
for the repair of either one or the other. The series proposal giv: 
held of the viewpoint of general surgery: selection of procedures to fit the 
The Theory.—Oft the series, the lip cleft has always been recogni 
a problem differing from those of the palate. The repair has been appr 


as a special hare lip operation. ‘There have been many suggestions 


straight, curved or angulated lines of incisions, cross-cuts, flaps, 
mobilized out of position to guard against stitch tension, tissues reflect 
of position to prevent contracture and many follow-up plans of support 
purpose of the effort is to make the lip look as normal as _ possible, 
elevating in importance the cosmetic result. At least that 1s what I ha 
trying to do. If it is a unilateral cleft, I try to make the defective sid 
like the normal; if a bilateral, to make the two look alike. 
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short, thin, thick lips, with varying aegrees of mucous membrane 
then our present plan of repair, a set procedure plus the personal 
tation of the operator, must 
the end some degree of 
Though Cases appea&r similar 
early age, no one can visuali 
aspect in adult life. So many write: 
have called attention to the fac 
is not the immediate but the end 
that will prove our work. | 
words, the time element mu 
argument and effort. Prope: 
will depend upon normal replacement 
plus the years of growth 

Therefore an answer to the id 
proposition must be sought 


] 


study of the lip in the adult 





reveals that the body of the 


Fic. 4.—If the premises stated in Fig. 3 are cor- Mainly composed of a structur ed 
ect it may be argued and I believe cor ied that . . . 1] 

e purposes in lip repair is the exact apposit ft the obicularis oris muscle. All other 
ntractile tissue The alt e picture vorthy f . , 

se study because it represents the natural planand tissues are mere coverings for this 
I edure This boy i i pre-alve at ft, the lip : 

sine the oniw One cl the eerie: in thia aroun, Natum muscle. It is the only active 1 
failed nly at the mucou memit in¢ 1 rT tne ° . ° ; 

uscle. But in making contact, the suture line on 1 the lip and being muscle cor 

e skin was left. On the lip the lin gs the left 

der of the philtrum and ntinee ‘ nt the to the be- 

© of the tt I interpret t , let : n 

id Ger Gutiieel vanaie o es lateral Navior of - 
pr matior f the muscl 5 


similar tis- 
sue elsewhere in the body, hypertrophies on use, 
atrophies on disuse, and normal action depends upon 
proper origin and attachment. As a muscle body it 
varies in size, distribution, power and function as do 
all muscles in different individuals. Intrinsically it 
is a sphincter, at least in its lower fibres, puckering 
the tissues as in the act of whistling. It is important 
to remember that its use is an essential in proper 
speech. But by its position and association it must 
be further considered. Radiating from it or into it 


are all the muscles of the face, a group which may 





be called expression muscles; the zygomaticus, ala 
depressors, buccinator, etc. Every single or group {6 ouuines 
action of these indirectly affects the sphincter, any ‘°¢™") 
action of which must work the reverse. In other 
words, the obicularis oris is not only a pucker mus- ae © 
cle, but is in effect the key ring of all the expression 
muscles of the face. It is the main medium of contact between the rig! 
left facial groups. (Figs. 3 and 4.) 
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The a eis a ement of anatomical tacts long known a 
demonstrated. Carrying this established picture of the adult t 
tally clett lip it appears a reasonable conclusion that the 
repair of the lip is the exact approximation and union ot the 


this muscle (he opportunity ior normal growth, t 


ee ye 
associat plastic repair will depend upon t 
is accomplished. 


The Operat Cleft Lip U1 te Phat this problem 


generally approached from the angle of function is due to the 


the sleeping inacti infant, the contractile quality ot this 





; 
1¢ 


tissue 


demonstrated, its outlines not shown except possibly by some surta 


I 
inne a1) ly ao tl ly ; 17 ; ' | ‘ | 
ings, and during the dissection it is not visualized as muscle. 


be ther 


The idea came that if it were possible to contract this tissue 
four cardinal points could be obtained; the upper and lower ma 


side, and that exact lateral approximation would then lead to the 


I 
=e 


way normal to that 


915 
) 


e adult the powertul band of the lip is present 


But 








HARRY P. RITCHII 


! remembered the muscl iggling experiments of our labor 
with the faradic current. combed the market to find a cheap one 
battery. The therapeutic attachments were disconnected and tw 


long copper wire points were made for the distal ends of the c 


stimulation, The proximal cord ends ar put in No. t and No 





the battery, the rheostat pulled half-way out, thus obtaining il | 
contract this tissue an 
/ / 
Z exact outlines tig, ¢ 
“ 
lo clearly cle s( ribs 
Of an Operation 1s a mo 
effort [ have follow 
scheme ol steps as hy 
most direct and concise 
| know 
S O O 
e copper wire | 
the anek t lip 
cleft margin, both hel 
the mucous membrane at 
leit muscle jump 
under <« itractiol t 
the lip contrac n 
nel Che cleft n 
i | the width 
: " thicl the 1 
t the tim t the p 
he mucous met 
quently a pit occurs, due in 1 pl t ontraction of the real sphinctet 
is made at this point to represent the lower margin of the contractik 

vy Two.—tThe lip is reflected backwards with a single tenaculum 
ind the points again applied [he muscle again contracts revealing th 
In order to expose this border an in mis required which I beliey 
ind degree in different babic I at certain how mucl 
cut but I feel sure that at least a k should be mad (Fig. 8.) 

St Thr Che lip is all d to fall into plac By means ot 
stitch the lip is stretched. The 1 points, one above on the skin, tl 
mucous membrane, are connect pertectly straight incision, tal 
ft skin. (Fig. 9.) 

Step lou While the lip till on the stretch, by close and caret 
the mucous membrane is dissected ck as a flap, thus exposing th phincter 
position tor lateral approximation to the opposite side of the cleft.4 (1 

Step Five The denuded lip is packed, pressurc applied to the bleedin 

+ At this point the ala should he ught torward to a level of the base 
ella. Whether the lip i a pre-alveolar cleft or an alveolar cleft, whether thi 
is to be closed by the lip or h: el losed by mechanical measurs either 
preceding the lip operatior t te period, the ala is quite constant! 
must be moved to a plane conforn laterally to the normal nostril. T] 
attet the musck IS CXPpo ed be iu uld it be ittempted he rore denudat 
outlines of the obicularis and its normal relation to the underlving proce 1 
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| have been using this stitch in the 


oft palate for three years or more 
Satistaction. 


with the 
It has been of general use in my laparotomy wourds, breast flap 
is of great value because it combines approximation with a tension stitch and 


in the lip and soft palate because we have in both locations active tissue, whi 


united, assumes some degree of contraction, and pull against mere coaptati 


immediately begins. Lateral approximation of cleft contractile 


tissue without dist 
or displacement, is the basic principle 


upon which the above plans are developed 
The Median Cleft—I have concentrated upon the unilateral cleft 
because in the study of incidence of form and degree, according t 
above-mentioned classi! 
this condition occurs 1n 
per cent. of cases It 1 
frequent problem, not 
the alveolar cleft grou 
the group of pre alveolar 
But there are included 
general question of the 
other forms, namely, the 
and bilateral. I ha 


—— 
one median lip cleft whi 
ever, Was so pertect tf 
frenum was symmetrical] 


vided and attached to eac! 





cleft processes. | ment 

Fic. 10.—Any mobilization of t . the om because there was in thi 
after the denudation of the bn mrt 1, VW ‘ Dp! edure : = 

done, two surfaces appear that are equa ength and NO question Of monil 
width, in perfect position for lateral t | nable : , 
make pha as A or as hows but that t purpose tissues O1 any thought OT | 
“he stitch shown is most import t and i ts te the 
very wneet Ghres of the meuscic. It ist bitch that deter. rangement but only definit 
mines the degree of rotatior ti the ala 


act lateral union. This re 

of course in a perfectly natural lip. I report it because it is the best es 

of the principle of lip repair which I am endeavoring to promulgat 
lateral approximation of the muscle structure. (lig. 14.) 

The Bilateral Cleft—vTo apply this effort to the bilateral 


difficulty is immediately encountered and can only be solved | 


DY answ 


clett 


several questions which | have raised and presented to several cot 


The first and most important of these from a surgical standpoint is tl 


ence or absence of muscle structure in the prolabium. Dr. R. E. S 
Professor of Embryology at the University of Minnesota, thinks ther 
muscle here unless it comes down from the frontalis, which is a long jour 
[ have been unable to demonstrate it with the battery in the complet 

but if one side is incomplete then contraction takes place. [ have, 1 
case only, studied the removed rim of mucous membrane histologically 


this contained no muscle. If muscle is not in the prolabium of the bil 


cleft, how does it get there in the normal lip? Dr. J. E. Thomps 
Galveston, referred me to Keith’s Embryology, where an explanation is 1 
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! 
very evident on inspection. ‘This lip was only a curtain. As soon as thy ) 
muscle was approximated the whole outlook of this man’s life was chang: 

[ 

' 

| 





and he then had control not only of the lip, but of the right and left muscle 
groups of expression. 


3() 











The Histolog f the Lip.—The arguments of the muscle theor 
alluring and are so direct that I have been led to wondet why it was 


to have approached this repair by so many and various plans t] the 





Fic 

explanation lies in the study of the histology of this muscle Chis re 

most complicated picture of muscle bundles varying in siz and cdistributi 
connective tissue, glands and fat. Certain bundl appear to interdigitate, 





Nature's plan to permit of some special action of th lip other thar 
teric action, 
CONC] SION 
Whatever plan is adopted, some kind of lip can alwavs I 


main point 1s whether the procedure results in the replacement of tissues 


way normal to the individual babv. There are three procedures in the 


9 2 l 
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ture that nearly meet the muscle theory: The Mirault method in which | 


undercutting of the ala most nearly resembles the incision for the 
of the upper margin of the muscle; the Rose operation which symmetri 


prepares for lateral union but | believe sacrifices tissue unnecessaril 








| 
i 
I 
; 
| 
} 
Fic. 16 The fj applied as a 1 " 

the use of the Thompson calipres which, by the exact measurement 

normal and defective sides, offers the greatest chance of all the recent met! 

of exposing the muscle ends. 

In conclusion I wish to again emphasize that the above is a theory 

do not believe that anyone with an established and satisfactory method shou 
f 
i 
| 
i 

Fic. 17 This man of thirty years seems to answer the question raised in the paper. | 

in the prolabium? Two mounds of muscle appear on either side witha thin skin and 1 

curtain between. When the muscle perfectly p ble at this late date was brou 

function of the lip, and codérdination of the expre n group was obtained 

change his technic. The battery may be used to check the lip and deter 

the value of the steps used. What I see in the theory is that it establish 

definite principle of function and thus institutes a change from indirect 

direct surgical methods. 
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IMPORTANT FACTORS IN THE TREATMENT OF CLEFT LIP 
AND CLEFT PALATE 
By Harouip S. Vaucuan, M.D 
New York, N. ¥ 
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correction | these 
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cases but close r ID cle 
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rect without due re ird 
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| for the support and cos 
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metic effect obtained 
the correct relation of the 


ilveolar bordet 








ver a wide alveol 


deformity will r t because of lack of support for the ala of the nose a1 

adjacent portion ot e li It is important to first restore the anatomical 

relations the \ parts Closing” the alveolar cleft serves to relieve 

tension on the stretched and flattened nasal ala, straightens up the distorted 

columell a which is usually inclined to the sound side It also helps to torm 
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a support and relieve the disagreeable depression of the upper portio 
lip. This principle is followed by Brophy, Thompson, Moorhead, | 
many others, in this special field 
the methods vary somewhat 

The Brophy operation of for 
proximation of the two halves of th 
illa by means of silver wires twisted 
on lead plates, set on the external 
of the maxillary alveolars, is a seve1 
cedure which offers greater risk of d 
ing the developing tooth  follick 


1 
eC lip 





necessitates postponement o1 tl 
tion to a later date. 

By approximating the alveolar 
the lip operation can be completed 


lf performed while the bones are t1 








and pliable, the alveolar borders can |x 





brought together by digital pressut 
held by a through and through suture 
silkworm gut in cases where slight separation exists, but if the separati 
wide, silver wire of 18 o1 20 gauge should be used. The wire is passe ad thi 
the maxillze in the molar region high enough to avoid the tooth follich 
Technic.—By digital pressure 
and manipulation the alveolar 
horders of the cleft are nearly 
approximated. The cheek is 
raised, a heavy full curved 
needle, writer pattern, threaded 
with stout silk, is entered high 
up in the sulcus between the 
cheek and mawilla to avoid the 
tooth follicles, and passed 
through into the cleft; the silk 
loop is picked up with a curved 
hook and the seedle withdrawn. 
\nother need’e of the same type 
with an open eve is passed un 
threaded through the opposite 


maxilla, the point emerging in 





the cleft opposite the loop of 
silk, the loop is then slipped into 
As the ne 


the eye of the needle and drawn through. (Fig. 1 and fa. 


is withdrawn, the sharply bent end of a length of 18 gauge silver wire thread 


on the loop end, and drawn through it, is then brought around across th 


1 
| 


and twisted firmly against the maxilla as high up as possible in the alveo! 
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ete l OF CLEFT LIP AND PALATI 
1 1 1_] ] ] ] ; ; 
labial fol the op} e sic (hig. 2 lhe muscular action « 
lip will, 1 Cast «luce alveolar approximation but a flatt 
ala ‘ tion ot the lip iccon inies the tailure 
eal Ul ‘ 
| ( l ( ( Hy tp] 
lip Ther e f portant 
ums t u mplish 
| e tl f] ened ala 
of the n nd re 
( 7 thre 
e ul { | 
> i] ¢! 
4] 
1 Tt l Lilt 
’ ( ive If 
ll { rt the 
wil ( Ol 
| ( LT) cif 
con ( ot the 
the ( oOmpiet 
under ( ( i¢ 
Lict il ( { | il 
tachme ( Lhe 
nie thi pared 
CLOSE uni Da neo 
thi al ( Ss my tissue S 
+r 
OS pie rT ( LOT) l 
Hoot ; ’ ' pre ne i 
hat oftes wl ( ul 
1 | 1 
OT) ¢ 111 | oOstri + 
Wit ( D ( dissected trom the maxilla and when suturing the 
internal surtace, thi one or two sutures of fine silkworr: gut shoul 
include a considerable area of the muscle on each side drawing it »vell togethe 
SO as | \ the forward and produce vreatel thickness oO! the 
upper po 
\lany different 1 ns have been advised in fashioning the flaps fot 
renait vat ct why very ] tec] 1] ] “re _1}] het te 
repair, Sé ( \\ ( e very complicated le resultS are usually ELLE 
with the mpler in he Rose operation usually gives satisfact 
results but here the ter border of the cleft 1s much thicker than the 
the Mirault incisior roduce a more uniform vermilion border, 


Che use alipet i great aid in mapping out the incisions. The write1 
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does not know the originator of this method but their use was sus 
him by Ladd of Boston. 


OPERATION FOR BILATERAL CLEFT LIP AND CLEFT PALATI 

lhe complete correction of the above deformity is a rather seve: 

tion attended with cor 

shock. J he writer consi 

extensive to be complet 

stage ; therefore, to safecuar ‘ 

infant it should be divided \ 
The first stage consist 

correction of the malp 

the premaxillary bon 

proper adjustment and fixa 

tween the separated halves 

maxilla. In nearly all 


come to the writer for pal 





erations, where the lip | 


previously corrected, the 





illa is found to be entiré 
tached and twisted out of shape with the incisor teeth directed 
This structure, when properly developed, performs the important 
of holding the lip in normal position, and serves to prevent the di 
flatness so often seen in these unfortunates. The first steps are thi 
in the operation for single cleit. The 
silver wire is passed through the 


incision is then made 


maxillze, at 
along the lower border of the vomer. 
Che mucoperiosteum and perichon 
drium is elevated. Then instead of 
removing a triangular section from 
the vomer as is usually suggested, a 
quadrilateral portion is excised, 
hig. 5. The premaxilla is then car 
ried posteriorly into its correct rela 
tion instead of being tilted backward, 


as happens when the triangulat 





section is removed. In this way, the p,. 


¢ Quad 4 1 
. ‘ . nd premaxilla 
normal axial relations of the teeth ied 
are maintained. (Fig. 6.) The borders of the premaxilla and alv« 


ders of the maxilla are freshened. One end of the silver wire is then carri¢ 
through the soft tissues on the anterior aspect of the premaxilla. Th: 
lar borders of the premaxilla and maxillze are freshened, the two end 


wire are twisted compressing the two sides of the maxille so the pret 
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1ENT OF CLEFT LIP AND PALATI 


tne Opposite nostril the othet 


In position by pertorated shot, compress¢ 


e Gd. the 


lip and 


lar bor 
is as soon after birth as the intant’s physica 
wn by a proper adjustment of the feeding p1 
and consequent steady gat 
weight. 
he operation for adjustt 
of the bony structures of 
up with and a part of the cl 
operation. The operation { 
plasty closure of the har 
I 
and governed by entirely 
ent considerations. The earl 
geons, especially before the 
of general anesthesia, wa 
until after puberty o1 
adult lite before attempting 
correct a congenital palate d 
Some surgeons, at present p1 


to operate between the fifth 


ajority of experienced operators in this field, « 


soft palate is a distinct proced 


palate 1s, therefore. closely linl 


lL, 
t 


this deformity between eighteen months and two years of age, or slightly late 
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In favor of operating at this time is the fact that as the teeth e1 
alveolar process develops, the palate becomes more arched and gives m 
sue to close the cleft. ‘The palate tissues are more developed, thicket 
friable. The palate is closed before the child begins to talk and bet 
characteristic cleft palate speech is established. 

Another very distinct advantage in favor of operation at this time 
the child obtains a more normal nose and nasopharynx, less congestior 
mucous membrat 
is less hable 


infections. 


CLEFY PALA 
Favorable result 
the repair of clett 
depend upon a 
tion by operator 
eral important fa 
Da Recogniti ) 


conservation of tl 


supply in the prey 
of flaps. 

2. Lateral 
only of such ¢ 
to permit approxin 
without tension. 

3. Supplement 
support of the suture 
by immobilization 





soft palate 
Fic. 13.—Bilateral cleft lip. | nlete repais 4. Support af 
suture line in the hard palate and relief from tongue pressure when ni 

Phe blood supply is derived chiefly from the two divisions of the postet 
or descending palatine arteries from the internal maxillary, which emerge 
the palatine foramina opposite the second molar in the adult or just intert 
to the maxillary tuberosity in the infant. The larger branch passes fo1 
close to the alveolus to anastomose with the anterior palatine which is deri 
from the naso palatine and comes through from Scarpe’s foramen behind 
anterior teeth, thus furnishing the supply for the hard palate. 

The blood supply of the soft palate is from the smaller branch ot 
descending palatine, from the ascending palatine, a branch of the { 
and ascending pharyngeal, which is given off from the external carotid 

rhe Von Langenbach operation, with modifications, gives the best resul 

After the soft tissues have been elevated from the palate by blunt 
section, beginning at the cleft and working out toward the alveolus, the tw 
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? 
TREA { lr OF Cl eT | . , . 
sides will drop and tend to approximate in the : ediat — 
l | 
further increased whi the aponeurosis which attaches the si 


posterior! border ot th palate bone has been cut, and may be quite 
approximation when the 
cleft is narrow. | 
wide clefts 1 
eral mcsions tt pert 


closure, 1f ul lue tet 


is to be avoided Che 
incision hould alw 
he made close 

teeth so as to tra 


the palate external 
palatine arteries 
also be necessary 


tend this inecisi 


teriorly around thy 





tuberosit' Then w 

special elt varors the {] 

are worked towards the 

median line until 

can be brought int 

tact. With clue cal 

artery will stand cor erable stretching. Complete support 

line of the sott palate 1 y he btaine , ‘ sia a 
ribbon which is pass round the palate and tied together in the m« 














Che writer has recently adopted a method for immobilizati 


palate by the use of flat silver wire sutures, which pass around the 
the Same as the iackenty ribbon Lhe ends ot the wire are lett 
they can be readily tightened by twisting. (Figs. 14, 15 and 16 
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Support of the suture line in the hard palate is advisable in th 
wide clefts that extend through the hard palate and especially where | 
arched vault of the palate has been greatly reduced. The space norn 
pied by the tongue is thus encroached upon to a considerable extent 
fore, after suturing there may be pressure by the tongue on the suti 
This pressure can be obviated by the use of the flattened silver wi 
sutures which are passed around the palate through the lateral incis 
or two may be needed. They are also useful to retain dressings 
suture line when necessary. 
lodoform gauze is usually packed in the lateral incision as it tend 


the flaps over, and prevent infection. 
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ment of squamous-cell epithelium by radiation should be undertake: 
we do not propose to discuss in this paper, but the fact is well recogni 
this latter form of growth is very much more difficult to cure by X 
radium than the former. But we do not feel that such a mistaken diagnosi 
adds very much risk to the patient if the following rule is adopted. Wher 
a lesion shows any increase in size after treatment, or whenever a lesi 
not show very striking response to one or two doses of radiation, the patient 
should be referred at once for surgical removal and pathological exami 
of the specimen. If this rule is followed, the patient reaches the surgeon wit} 
the lesion still small, and with little radiation damage to the surroundi: 
sues, and the dangers of recurrence have probably been increased little, ii 
We feel, also, that this rule is equally desirable for the occasionally e1 
tered very resistant basal-cell tumors. 
Our figures from the New York Skin and Cancer Hospital are 
a preliminary report only, owing to the recent organization of its pri 


department of rontgenology. Only the radium treated patients a1 


user 
the following figures as our records of these patients are more complet 
Our records show that during the past twenty-two months we have carried 
through to completion the radium treatment of fifty patients with clini 
diagnosed basal-cell epitheliomata. Among these there were five prin 
failures, or 10 per cent. One of these, which involved an extensive ar 
one cheek, we had from the start considered too large to be suitable for 1 
tion; and although the lesion showed considerable improvement fron 
applications of radium, we persuaded the patient to consult one of out 


geons, feeling that surgery offered the better prospect of permanent cure 


The pathological report of two of the remaining four failures, surgi 
removed, was squamous-cell epithelioma. An interesting feature was tl 

of these patients gave a history of three years’ duration of the lesion. B 
these patients have been seen within a month, and are well, three mont 
ten months after excision. 

The remaining two of the five failures were also referred to the surgi 
department and advised operation, but did not come into the hospital. [i 
assume that their lesions were basal-cell epitheliomata, we have in out 
about four per cent. of these lesions found entirely resistent to the u 
dosage of radium. 

We have been able to follow twenty-nine of our clinically cured pati 
for periods varying from three to nineteen months after their last rad 
application, a general average of seven months. There have been three re 
rences in this series, about ten per cent. One of these recurred seven m 
after her last application of radium. She received another treatment, 
well at present, seven months later. A second patient had a recurrence 
months after treatment. She received another application of radium, but 


not report in again, and we have been unsuccessful in our attempts to follow 


her up. The third patient had a recurrence in one of a number of | 
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we treated on his face, four months after completion of treatment. | 
received another radium application on this lesion within the past fey 


SUMMARY 


1. Radiation treatment of basal-cell epitheliomata is an excellent 
because of its absence of operative procedure, its simplicity, excellent 
results, and high percentage of permanent cures. 

2. Statistically, there is little difference in the ultimate results 
treatment by radium and that by surgical excision. 

3. The treatment by radiation of those lesions where bone or carti 
involved, or where the lesion is 4 cm. in diameter, or larger, is inad 
Treatment by radium should be undertaken in these conditions only 
f cancer, finds the patient, for 


surgeon, skilled in the treatment « 
unsuitable for operation. 

1. The patient’s risk, in treating, through mistaken diagnosis, a squ 
epithelioma, is probably little, if any, increased, if the rule be obser 
refer promptly for surgical removal any lesion which increases in 
radiation, or any lesion which does not respond immediately and 
to one or two doses of radiation 

5. A preliminary report of basal-cell lesions treated by radium 
New York Skin and Cancer Hospital is given. The authors desire 1 
their thanks to Doctor Watters, of the Interne Staff of the New \ 


and Cancer Hospital, for the excellent photographs. 
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The technic of making full-thickness grafts is more exacting thai 
making of Thiersch grafts, but is soon mastered, and my house surgeor 
now just as expert in fashioning them as Thiersch grafts. The met! 
technic is as follows: 


1. Autographs are always to be chosen since isographs are very unce1 


Fic. 3.—Squamous-celled ulceratior 
exposing tendon sheaths. Severe test of 
result without any stiffness of fingers 
alter operation 





2. Fresh, sterile operating wounds, and fine, granulating (sterile 


are equally successful. 


3. Fresh fat and bone, bare of periosteum, are not usually successtu 
to be grafted upon with free, full-thickness grafts. 

4. Where contractions should be avoided (as about eyes and joints), 
full-thickness grafts should always be used rather than Thiersch gratt 

5. Grafts must be free of fat, which should preferably be remove 
knife rather than scissors, to avoid pinching the capillaries. 

6. No pinching of grafts with forceps is allowable. 

7. The grafts are to be cut of exactly the same size (no larger) thai 
raw area to be grafted so as to preserve the normal tension of the ski 
the capillaries open. 

8. Making perforations in the graft is not essential. 
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lonsu lS 1. (On bone, bare 
of periosteut r px um. bare skull bone 
are successtully g with ‘lhnersch gratts 
There are not sutt illaries on tresh, bare 
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Around the lary1 ement ‘re constat 
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is an admirable situ r tull-thickne free 
graits. 5. ver y (hiersch grafts should 
not be used because of their tendency to contract. Free, full-thickness grat 
Ol pedi led tla e her emploved 

ne of the great ntages ot the tull-thickns grait is its trequet 
mobility on the deepe rt ig, 2) [his seems to be due to the 
that the fine connect tissue layers underlying the normal skin art 
entirely removed wit! e fat hese strands seem to proliferate, affordi 
movement to the ski ratit overlving them lf has been observed that thet 
will result frequently several necrotic areas on the surface of the grafts, a1 
the appearance 1s vel couraging 101 final success But much to I 
astonishment, these are usually fill in with healthy skin without scat 
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mation, due to the fact that the entire thickness of the graft has not n ; 


away, and there is epithelial regeneration completely trom the depth well 


1 
} 


as from the sides, just as happens when the outer surface only of the skin is 


f 


excoriated away. This heals usually without a scar. When a wou 


through the entire thickness of the skin, a scar will usually result |b 


} 





the separation of the edges and t 
up of the cavity by connective tissue f1 that 
lining the bottom, 

An ideal application of tree, tull-tl ess 
graits is in the treatment of the 
resulting from the surgical removal 
ulcers ( Fig. 5)> provided that the whol 
thickness of the cheek, opening into th 
mouth, has not been excised, in wl 
pedicled grafts will be required. \\ 
radium should first be tried in the treatment 
of rodent ulcers, rather than surgical ex 
sion, the author, as the result of experienc: 
has for his own guidance formulated the 
following rules: If the ulcer be not larg 
(1.e., over 4 cm. in diameter) or of 
long duration (over one year), and 
not involve bone or cartilage, then the 
are equally as good with radium as w 
gical excision, and the choice as to th 
of treatment may safely be left to the patient 
When the above conditions are not present 
however, surgery had best be used in th 
beginning. ‘The technic of a full-thi 
graft is a much simpler method 
pedicled graft, a method which has beet 


ably presented before this Associat 





Doctor Horsley. There is only one 


FIG ja Result of grafting free 2 _ lt . . aw : P 1_+] 
hickness skin graft. into defect. Well Procedure necessary in making full-thi 


three year later 


grafts, and there is no additional scarring 
It can be frequently done under local anesthesia in one’s office It woul 
seem to the author that a free, full-thickness graft should first be tric 
excising the ulcer, and, if it be not successful, one always has then, a last 
resort, the successful pedicled graft. If the technic of making full-thi 
grafts is carefully carried out as to details, and is not modified, the suce 
thereby obtained will be just as frequent as with Thiersch grafts. My ow 
personal experience with full-thickness grafts applied to granulatir 

has been small, but, regarding this, Staige Davis, in a personal commut 
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A PLASTIC OPERATION ON THE CHEST* 
By Arruur M. Suretey, M.D. 


or Ba.ttimore, Mp 


[ AM reporting this case to call attention again to the usé 


buttons in plastic surgery and because it is further evidence that 





Fic. 1 Recurrent carcinoma of breast 
chest can ordinarily be opened and closed without especial anxiety and without 
elaborate preparation as to the anesthetic. 
I saw this woman for the first time in April, 1919. She had a lumy 
breast which had been present for three and a half years. She had been wm 
ment at irregular intervals by her physician, who had given her potassium 
* Read before the American Surgical Association, May 24, 1920 
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skin and tl { vere a numbet 
hard, smal t-like mass in 
the left axilla. The patient’s ge 
eral health Va not imy 
A radical breast amy 
was done and great care wa 
taken to d complete x ivy | | 
dissectio1 ry patholos t re 
pore showed cirrl Carcinoma I the preast with metastasis te the 
lymph-node lhe patient made an uneventiul recover ind the skin united 
I Marcl It 
’ ears latet she came 
rie Vall { d it ft 
there was a smal 
t sca It id be 
I 1 weel 
vas small and 
dence of recurrence 
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cal anzsthesia ind 
reported scirrhous carci 
In April, 1925, | 
tn woman afall It 
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peration and tw t 
the small ulcer Va nN 
At this time there wa 
1V¢ recurrence of tf 
ind chest wall over t 
if the amputated | 
There was no evidet 
ecurrence 1 th ix 
metasta in the nec 
X-ray examinatt t 
Fic. 3 D ‘ , . a ee P chest was negative | 
patient’s general health wa 
good, althou he wa t ' thin Jecause of the extreme thinness of the che 
and the extent t the m mn it was believed that it might be impossible — 
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small, there was no subcutaneous fat and very little muscle and the skin 


was quite taut. 


A pedicle flap was fashioned, therefore, from the axilla on that sick 


down. This flap was taken from over the serratus magnus muscle and late: 
original field of operation. It was still a very thin flap and considerable doubt 
as to whether it would live \ broad base was left, however, and it was ft 
the defect with very little tensio1 The edges of the original wound had bee: 
mined about an inch and tension was removed from the suture line by the uss 
wire, buttons and pieces of matchsticl The wire was carried through the 
heavy needle and brought out on the skin about an inch away from the wound 
The buttons were threaded down on the end of the wire and the wire tight 
wrapping it around pieces of matchstick. This is a very simple manceuv: 


sutures can be tightened or loosened at will, by twisting or untwisting the n 
The edges of the skin were then approximated by interrupted sutur: ff 
hese were interspersed at intervals with interrupted sutures of wire. Care wa 
make the suture line air-tight 

The defect in the lateral chest wall was covered by Thiersch grafts take: 
thigh. During this time the breathing remained quiet, heart action regular and tl 
of the patient good. The lung continued in a moderately collapsed conditior 


was very little movement in the lung on that side during respiration and no 


change of air through the wound during respiration. No attempt was made t 
this lung before putting in the last suture An ordinary dry dressing was applic 
the chest wall strapped moderately snug 

This patient made an uneventful recovery, the pneumothorax rapidly disapp 
no effusion occurred in the chest and the wound healed promptly throughout it 
and when last seen one year later, was in good condition, without any sign of 


0 re 


250 











| rl 


patient w 


gets his wors 


Pembert 


of the up 


In conTra 


primary el 


* Rea 


} 


ADVANTAGES OF THE PRIMARY SUPERIOR POLAR 
ATTACK IN 


REMOVAL OF 


? 


OF DPAYRI 


SUBSTERNAL THYROIDS 


sy DonaLp GururRin, M.D. 
Pa 





er SUpel 


echanical « cul 
eCTist ua 
ugvgest tl 
( n ¢ wl 
tiie iccepted il 
ubst | mas 
( ( \ 








DONALD GUTHRIE 


lization and elevation of the superior pole, isthmus and visible part 
thyroid would usually cause the hidden mass to roll out of the media 
without undue traction or vain efforts to dislodge it. The likelihood of 
to the trachea, the recurrent laryngeal nerve, the need for immediate 
omy and the dangers of deep and concealed hemorrhage all being rec 
a minimum. 

It is most important to obtain the best exposure of the thyroid Ib 


beginning of the operation. The low collar incision should be long 





Fic. 2 Unilateral sect ‘ Muscles are t 


skin and platysma muscle reflected well back on both sides. lig 


bleeding should be controlled at this step, as it 1s important to get rid 


clamps. The sternohyoid muscles on both sides are best clamped and 


and part of the sternomastoid may be cut if the exposure is not ad 
Free separation of the thyrohyoid muscle from the gland is important 


( Fig. 2.) 
If cervical lobes are very large it may be best to resect the lobe 


opposite side to the substernal mass first, in order to secure additional 
before the elevation of the offending lobe. This, however, is rarely nec¢ 


The trachea should be located at once and a method for its rapid exposur 


planned should the respiratory difficulty become embarrassed enough 
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of more thyroid, the danger of further stretching an already overstret 
recurrent laryngeal nerve, the danger of deep and alarming hemorrhag: 
to pulling off the inferior thyroid vein or artery, or both. and the lial 
of injury to the recurrent laryngeal nerve, the internal jugular vein or th 
parathyroids, as a result of the hectic efforts of the surgeon to control 
severe and alarming hemorrhage, the advantages of the method are 

Since employing this operation, we have not had the need for trach 
and we have bee 
pressed by the le 
post-operative r¢ 
tory and voice 
ties in our work 

In a paper in 1918 
the Temporary Lo 
Voice following 
roidectomy, the = writ 
urged that th 
and larynx be prot 
in all manipulat 
which would causs 
change in the resp 
tions of the patient 
ing the operation f 
removal of goitre \1 
ever-changing att 
Was suggested, 
with the cooperatior 
the anesthetist w 
planned to proceed i1 
direction which was « 


patible with quiet 





ration on the part ot 
patient and the direct 
of the attack be changed at once with the development of the slightest chai 
in the patients respirations 

A clean dissection of the trachea was strongly advised against because 
the dangers of post-operative voice difficulties due to tracheitis which follow 
irritations from such dissections and it was urged that small amount 
thyroid tissue be left on top of the trachea and along its sides as a prot 
to the trachea itself and recurrent laryngeal nerve. 

Pemberton contends that local anesthesia is safer than general anzesth 
in this type of work, because so many of these patients learn to employ the 
accessory respiratory muscles as respiratory difficulties increase and that 
general anzesthetic destroys the coOperative action of these accessory muscles 
We cannot quite agree with Pemberton on this point, because we have always 
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employed general anesthesia in our work, and we have noticed no additional 
respirator) difficulti upon ana stheti ning thes« patients, or at the 
of these operations 

The use of ethylene and oxygen anesthesia is especially 


thyroid surgery. [he absence of mucus and the quiet respiration 





Fic 


extremely saie, tor any disturbance with respiration during an operati 


goitre may be charged to the surgeon’s manipulation and not to the anzst! 


etl 

This excellent and valuable method of Pemberton’s has not been general] 
adopted and the writer, who has employed it for five years in his w 11 
realizes full well its value, wishes to call attention to it and urge its more 


general adoption 








THE EXPERIMENTAL PRODUCTION OF ABSCESS 
OF THE LUNG * 
By Exvtiorr C. Curter, M.D. 
AND 
S. A. ScuLtueter, M.D. 


oF CLEVELAND, Onto 


FROM THE LABORATORY OF SURGICAL RESEARCH THE LAKBESIDE HOSPITAI AND THE 
N EKRSITY SCHOOL OF MEDICINE 
Asscess of the lung is a general term applied to a wide variet 
purative conditions occurring within the lung. These conditions differ 


in their mode of production, their morbid pathology and their res; 





therapy. They enter into a common category merely because they occuy 


} 
it} 
t 


same organ, and they differ as widely as do comparable conditions 


liver, such as amcebi abscess and the abscess ot an ascending pyle pl { ' 
Certainly the post-pneumonic abscess, the bronchiectatic abscess, and the t | 
operative abscess of the lung have a quite dissimilar etiology \ll 


varieties undoubtedly belong in one or the other of the two great patho 

divisions of pulmonary suppuration, i.e., endobronchial and parenchy1 

suppuration. We feel, however, that further study of this subject f1 
* Read before the American Surgical Association, May 26, 1926 
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body \ turthes ‘ ences fF the fread as PE eth wit! 


bronchi, mav we cite thy TA Wil 


| f 
cesophagus wv made rect 1alizat December 4 24. Hi 
implantati f ra \1 
September 3 ¥ \ 7 
1 od O1lVve t | } ' 








primary bronchus; the leit lune Va cle ir; there Was pneumonia 





ind middle lobes 


It seems established in this case that for at least five weel 
had a communication between his stomach and his left lung. and 
lung was unaffected 

We had long felt that evidence of this nature was sufficient 1 
vrave suspicion of the conception that aspiration was the cause of pu 
suppuration. Knowing of the failure of the experimental worl 


attempts have 


to reproduce 
the lung by the 
tion of infected 
into the air pa 


41 


occurred to us 
operative abscc { 
lung might wel 
embolic orig 
many other 
tive complicatio 
Before atten} 
produce ab CC 
lune by the use 
fected embolt 


order to ire oul j 


ol criticism }y) 
still hold to the 


that aspiration gi 





to this condition. we ' | 
formed a conside 


number of experiments in which we placed infected materials with a 


scope into the finer ramifications of the bronchial tree. We used pie 


infected meat, infected tonsil, peanuts, etc. In no one of the sev 
attempts could we reproduce typical abscess of the lung. This w 


surprising to us because other investigators had failed previous! 
lar attempts. 

A Method for the Production of Abscess of the Lung.’*—We 
tempted the production of abscess of the lung by the instillation 
emboli. Dogs were used in these experiments, and once the procedure became 
standardized we were able to produce abscesses in 100 per cent. of 
mals. During the early experiments we inserted into the jugular vei 
animals pieces of infected tonsil, infected meat, etc., and though we 


some abscesses, it was frequently the result that an extensive pneun 


the lobe 11) which the embolisn lodged was produced. his rapid 
down and often perforated into the pleural cavity resulting in deat! Wi ' 
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same reason that directs the lodgement of emboli in human cases, w! the 
majority go to the right lower lobe. 
The following experiment is typical of the series, and serves to te 


the simplicity of the procedure : 


Protocol_—Experiment 1.—Dog Y 38, weight 12.1 kg., November 11, 192 
morphin, gr. 4%. Under ether anzsthesia, a segment was removed from the ri 
vein, moculated 
tures of stapl 
aureus, B. coli and 1 ' 
coccus, typ l] 
duced into the 


vein A ront 


localized the 


1 


in the leit lower 
November 

According t 

gram there wa 

infiltration ab 

een bod 4 | j 

inimal ate In 
November 

rontgenogram 

howed i det 

cavity im the leit 


where a cle il 


trated area | } 


1 
animal itt oni 





oO oO tone I 
me Aad * * ; Dog II . _ amount of | 
jection , B ga November ) 
I} r 1 begi ing t on 
The ibsce Ca 1 | 
left lower lobe was large Phe 11 inding infiltration of the lung remai 
the same, Fig. 6 
November 27, 1925.—Subsequent rOntgenograms of the chest had shown a 
of the infiltration and the absce vity had decreased considerably in 
lower lobe was removed by operat In the removed lobe an area of indur 
he I¢ It near the tip ol the lobe L Tie criying Visce ral pleura Was con idle rabl 
On section, thick mdurated tisst encountered within which a small al 


was still present, Fig. 7. Microscopically, the lining of the cavity was comp 
of fibrous tissue. Considerable cell exudation was still present 

Discussion.—By this method of freeing infected emboli into th 
circuit, we have been able to produce true abscess of the lung Su il | 
abscess starts as a parenchymatous lesion. Its establishment depend 
doubtedly upon many factors. Under the circumstances imposed by 
our experiments, the type of organism present and the physical propert 
the covering of the embolus seem to be of some importance. We found 
freeing a simple infected and uncovered clot into the venous circuit u 


resulted in a general pneumonitis rather than a walled-off abscess. It w 


seem as if the covering of the venous segment permitted the establishment 
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of a walling-off proc hetore the full effect of all the organi 


sule Was produced ( )y the influence oft the venous eoment 


foreign body may bi | importance Possihly tl 1 ns that tl 
physical make up Ol I single intected embolus hi Dial a | wit 
as to whethe r absce he lur S or 1s 1 ¢ t It 1s « ( 


clots of variable Structure 
field. Those clots, in wl 
located, and in which the 
clot has an unu 
tough peripheral 
should he THOTre likel 
cause an abscess 

It would seem. how 
ever, that su 
planation cou 
only a limited numb 
actual cases 
sitated turther stu 
cerning the me 
by which |] a | 
immunitv night b 
duced, lt was appat 
that there must bx 
ent son factor wl 


tended to keep the 





ess well localized, | , 
a clot was so constructed 
that it had a tough outer 
coat, that factor must deal with local tissue immunit We felt that 
could raise the local munitv ot an animal | cination with 
ism to be used later j n infected thrombus. we might well establish 
local immunity which would restrain spreading of organisms from th 
feld, bring about an intense local resistance nd thus create at 
Moreover, as post-operative abscess of the lung occurs in cases alreadv infects 
and thus already immunized, it would anpear that such experiments w 
more nearly reduplicate what actually occurs in human cases The followin 
protocols OF experimet il and control inimals lemonstrate the pl 
these contentions 

Experimental St f the Ral oo is 
Abscess of the Lu our animals were comprised each experiment 
One animal was used a normal control, one was immunized by injecting 
avirulent strain of B. cols intravenous|l one animal had mall sterile e1 
(starch eranules) set free in the jugular vein in an attempt to sec 


infectious material would also create high local resistance. and the fourt 
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animal was submitted to an abdominal operation (lateral intestinal 
mosis) in an effort to see whether such a procedure would bring 
definite general immune reaction sufficient to create local pulmonat 
ance and thus wall off the subsequent pulmonary infection We 
we covered the major possibilities for the establishment of a high lox 
ance in the lung with the normal control, the pre-operative asepti 
control and the simple operative control animals. When these ani 
been suthcient] 
pared the wel 
mitted to emlb 
lhe ecm by 
prepared as fol 
virulent strain 
coli was obtaine 
on an agat 
the culture wa 
with salt soluti 
thoroughly sh 
blood Was drawt 
aseptic precauti 
suspension ot 3 
once added al 
thoroughly shal 
sure equal mixi 


clotting. The wl 





then allowed t 

eighteen h 
my the clot was 

divided into { 
parts and the clot slipped into the jugular vein of all four animal 
fragment of clot was roughly 10 x 4 mm. in siz 

Che experimental work dealing with this phase of the questi 


sufficiently complete to permit Bi it this time to give final report 


proof of our ideas regarding the role of local tissue immunity and the 





ef its production. We have, however, sufficient experimental evider 


strongly indicate that the establishment of such a local immunit 
dominant part in the production of abscess of the lung using the 
described above. 

Before reporting such experiments may we repeat the followi1 
(1) simple infected clots set free in the jugular vein of dogs usually 


1 


to a diffuse pneumonitis which will result in fatality or recovery 


; Secured from Dr. B. Steinber f the Department of Pathology, Wester 
University. This organism was « itheient virulence to kill a dog in 
intraperitoneal injection of one washed agar slant mixed with gum tragacanth 
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rate was very rapid and the rectal temperature was 40° ( \ rontgenogram 
just preceding death showed a dense cloudiness of the entire right lower lu 

Vecrops\ There was a slight amount of purulent hemorrhagic fluid 
pleural cavity. The left lung appears mal. The right upper and middle | 
some congestion but were air-« t The right lower lobe was dense ( 
and cut with resistance, Fig. 11 Che cut surface of this lobe presented a de 
color. There was no localized abs« present. The animal had apparently, 
some degree of immunity which w ever, not sufficient to prevent the « 
lobe infection. It is interesting to note, however, that this animal. a smalle: 
the normal cont: 

to withstand t 

lor a greater yx 

Dog III 1D 
sept em 
veight 10 | M 
Vas give norpl 
This animal ( 
ntravel 1 ( 
ervals of tw ( 
of starch t 
previousl) { 
na the i tl 
vein ‘wa xp 
ind the r 
infected with t 
coli orgat 

Mav 1 
mal died a 

urs ft ( 

. : 
light am 
hem hag 

Fic. 13.—Rontgenogra Dog I pleural t 
aah = ae ut stion | if the 
lung was air-containing. The right upp ind middle lobes showed a mock 
congestion. The right lower loh« ensely consolidated and there wa | 
of exudate on the visceral pleura, | 12. On cut section the lob ve 
grayish patches, but a reddish col is predominant 

Dog IV (simple operative trol veight 16.9 kg., May 15, 1 
morphin, gr. This animal d ( ubmitted to an abdominal operat 
intestinal anastomosis) two da é isly Under novocain anesthesia the | 
vein was exposed, opened, and the ¢ teen hour clot infected with the 
organism was introduced 

May 16, 19206.—The dog appeared somewhat ill but ate part of his food. 7 
temperature was 40.5 ( \ rontget im of the chest showed an indefinit 
cloudiness in the left lower lobe 

May 17, 1926.—The animal part | food. The respiratory rat 
increased and it was noticed that the uughed occasionally. The rectal temper 
was 40.7° C. A roéntgenogram of the chest showed a definite area of mottled cl 
in the left lower lobe, Fig. 12 \ rontger im taken late in the afters 
even greater area of cloudine left lower lobe 

May 18, 1926.—The animal continued ill but ate some food. The rectal temp¢ 
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was 38.9 C. A rontgenogran t the chest showed an even greater area 


of the left lung, Fig. 14 


May 19, 1926.—The anima general condition seemed improved. Thi 
perature was 40 ( \ rontgenogram of the chest showed the area of ck 
left lower lung to be less dense but there were numerous areas of | 
gestive of abscess formation, Fig. 15 It was decided to remove the | 
by operation. At operation numerous friable adhesions plastered the left 
the lateral chest wall and to the adjoining upper lobe These were ea 
ind the lobe was remover the removed lobe was consolidated throug! 


a small at 


which wa 
The lohe Va 
color and _ prese 
ous area 

nm the visceral 
which ifCa 
could be felt 


ol the lobe thre 


eral mall ab 
ncountered conta 
whitish pu 

of the lobe , 


tered approximat 
3 cm., Fig. 17 
Discuss 
above experiment 
strates tact 


heen corroborated 1 





edly in this lal 
Fic. 16.—I low Tl ; 
In the first place 
B 1 | and mer 2 . 
ciuhe mieneat ry odor re lent infected 
ae free in the venou 


result in fatal pneumonitis. Histological examination shows a proc« 

cal with true lobar pneumonia. In the second place, immunization wit! 
lent organisms or by previously operating upon the animal in a field 
organisms are already present (the intestines) yields a varving ce 
protection. Both Dog II (bacterial immunized control) and Dog I\ 
tive control) outlived Dog | (the normal control animal). Aseptic « 
seem to instigate insufficient immunity to affect the outcome (Dog II] 
this particular experiment, the normal control animal (Dog |) survived 
teen hours, the bacterial immunized control animal (Dog II) su 


seventy-two hours and the operative control animal (Dog IV) was app 


recovering when lobectomy was performed. Abscess of the lung resu 
in Dog I\ \VWe feel that this indicates that abscess results when imt 
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i 
was performed for duodenal ulcer and those in which it was perfor ' 
i 
gastric ulcer is 7 to T. 
; 


The acid values of the gastric contents in cases of gastrojeju 
compared to the acid values before gastro-enterostomy are usual] 
always, of significance. In 40 per cent. of this series of cases of va 
ulcer the free hvdrochlori acid Was either increased Or very slight] 
by the gastro-enterostomy ; but in 40 per cent. there was a marked 
and in 20 per cent. the free hydrochloric acid was reduced to zer 
that there was no free hydrochloric acid in one-fifth of the cases 

jejunal 
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and adjacent 
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abdominal w 


lhe average length of time between the operation tor the pri 


and that for the gastrojejunal ulcer was four and a half vears in thi 
In 50.7 per cent of the case symptoms suggestive of recurrence pp j 
within the first year. There were, however, a number of cases in whi 


toms did not recur for a considerably longer period, in one instat 
twelve years. Such long periods before the recurrence are except 

The indications for management are clear. Experience et 
teaches that when the symptoms are those of recurring ulceration, w! 


nd when relief of symptoms cannot be prot 


attained and maintained by medical treatment, early operation is the sat 


rontgenogram is positive, a 


most satisfactory method of management. 


procedure 


The conditions found at exploration will determine the best | 
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Other procedures which are more rarely performed because of 
certain results, and only under most unusual circumstances, are: (1) « 
of the ulcer and a plastic operation on the gastro-enteric stoma whet 


is small and the stoma large, well situated, and free from mesocol 
ments ; (2) a second gastro-enterostomy when technical difficulties 
prohibit mo 
of the ar 
3) the di 
ot the a 
with excisi 
ulcet and 
gastro-ente! 
cases in wl 
original gasti 
stoma is so 
placed that 
incapable « 
ing; (4) part 


tric exclusion after th 





— method of D 

Fic. 3.—A f clamps t ind jejunum or when the 
enteric ina 

seems capable of carrying on function, and (5) jejunostomy as re 
by Moynihan. All these procedures are uncertain in their result 
only to be considered when othe methods are contraindicate d lt 
be said, therefore, that 
with the exception of 
the simple disconne¢ 
tion of the anasto 
mosis the best surgical 
treatment for gastro 
jejunal ulcer is partial 
gastrectomy and _ that 
the various operations 
which have been de 
scribed are to be 


employed only when 





there are definite con 
traindications to resec — 
tion of the stomach. ' ) 

Up to April, 1926, at the Mayo Clinic we have performed partial ¢ 
tomy for uncomplicated gastrojejunal ulcer in eighty-nine cases with di 
three, a mortality rate of 3.37 per cent. This mortality rate is not ex 
in view of the frequently formidable nature of the operation, the cond 
the patient, and the excellent results which follow the operation. ‘The most 
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examination of the stomach should be most thorough 1n « 
presence of a gastric ulcer at a higher point than the line o 
will be resected. The colon and the great omentum are 
the gastro-enteric anastomosis brought into view. The 
inspected for ulceration or for signs of irritation. These 
mediately detected and are most commonly seen in the at 


anastomosis. In the majority of cases the site of the n 


is at either the proximal or the distal extremity of the 


irdet To) ¢ 


n which th 
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then mobi 
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base of the lesion often being found in the surrounding fat of the 


or gastrocoli omentum, the mesentery of the jejunum, 
colon. A very useful method which applies apparently, 


larly to the more difficult ones, is to expose the posterior 


] 


or the wal 


to all case 


wall ot ft] 


at some point near the anastomosis and by finger dissection 1 


posterior wall of the stomac! 
it more feasible to lift the mesocolon from the stomach 
dissection until the edge of the mesocolon can be dissect 
attachment (usually the anastomosis) (Fig. 2). After 


been separated from the stomach, the segment of stom 


through the opening in the mesocolon and a rubber covered clar 


across this segment of stomach 4 or 5 cm. from the site 


1 
} 
| 


Likewise, the jejunum having been mobilized bv the 


ve 
246 


trom its mesocoliu attachments 


anterior] 


“| by knit 


the meso 


ach is di 


1 
| 


ol ft 


above 





cul 











DONALD C. BALFOUR 


quently perforated against the diaphragm and necessitated an ope 
the removal of this recurring ulcer. 

If the resection is not too extensive and the remaining segment 
stomach is not fixed by adhesions, a posterior end-to-side anastomosis 
ably the operation of choice (Fig. 7). It is frequently found difficu 
ever, to arrange a posterior anastomosis properly below the mesocol: 
and in those cases of great technical difficulty, characterized by 
adhesions, it is safer to make an end-to-side anastomosis in front of 

adding 


entero 
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particular attention being directed to the control of retention | 
| have recently modified the procedure just described by mobili 

anastomosis and the jejunal loop above the opening in the mesocolo1 


ning the resection at the pyloric end of the stomach before the a1 


is disconnected and carrying the division of the gastrocolic and 
omenta above the anastomosis. ‘This method provides a very excellent 
ure of the entire anastomosis, and the excision of the anastomotic ri 
the lesion can be carried out with very great precision. 

In cases of complicated gastrojejunal ulcer the management 
jejunocolic fistula presents the greatest difficulties, and since this com 
adds materially to the risk of the operation, every precaution must b« 
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[ have intended to emphasize in this paper three points: (1) tl 


~ « 


dence of gastrojejunal ulcer following properly performed gastro-e1 


in well selected cases is 2 per cent.; (2) that when such recurrin 


has developed, secondary operation should be carried out without 
(3) that the operation of choice, provided the ulcer in the duodenu 


pletely healed and no obstruction has resulted, is the disconnectio 


anastomosis; and if this is not advisable, partial gastrectom) 


best prospect of cure, and any other procedures must be looked on 


tive substitutes 


280 


t¢ 





a 


CadsCS UV 
COUT S¢ 


; 


ope Tal 


gastro-e! 


tomosis 


* Read 


SHOR '1 


ry 
( 
7 
1 17 
1 
| 
» 
mn) 
+? 
Wil 
‘ 
1 
| 
! 
\ 
1 
| 
‘ 
\ 
is ¢ 
; 
7 
| 
neo 


VMIESOCOLON AS A COMPLI 


By FRANK S. Maturews, M.D 
oF NEw York, N. ¥ 


VTION 


Ok 


] ar 2 
} no. 
1 
} i ull ( 1» ] 7 
] 
( ! ical ( u ) « u 
ente!l ult 
‘ 1 
unter? Live .) W101 time tft 1) 
1 
| r wl 1 nce f ( 1 
| | | | | 
1116 | ire Iie ( ( ( \ I< i¢ | 
11 | 
1 ittel Wil! ( ( the 1 
Cl TI ( ] T ( ‘ 
1) 
r 
( 
‘ 
; 
‘ 
r 
1 ( 
‘ 
if 
‘ r 
( 
| 
en r 
{ “ nN 
' 
ne procedure Na een either anterio1 
| 1] | ] 
(otis ? ’ 
a considerable loop O jweyunumMm LDOVE 
1 entero-al ton W le 1 to 
\ 
\ ( Vl 0 








FRANK S. MATHEWS 


sibility of retention of intestinal contents in the segment of bowel ab 
gastro-enterostomy. 


The fourth patient was a physician, aged thirty-four, with an active p 
ulcer on the anterior wall of the duodenum. The ulcer was destroyed by a 


the defect closed by a layer of sutures. The narrowing of the pylorus seeme: 


1 
+} 


a gastro-enterostomy advisable. On delivering the omentum, the whole of 


the stomach came into view covered only by one leaf of the omentum Inve 


showed the ascending colon in normal position. The transverse colon, 


| 
mM 


closely applied to the vertebral column and quite fixed. In this case, an anteri 


posterior gastro-enterostomy was peritormed, but an entero-enterostomy was 


ton 


though the operation was not a no-loop one. The spot employed for ana 
about six inches from the duodeno-jejunal junction, the gut being applied 
the posterior stomach wall. In this case, the jejunum seemed to lie quite stra 
| 


point of anastomosis and not to be angulated on either side of it After oper 
patient made a conspicuously good recovery, but I was worried for a number 
thereafter because of the omission of the entero-anastomosis. After operatior 
plates in this case were reviewed and found to give some evidence of the short me 
The plates taken with the patient in a horizontal position after a bismuth enema 


the transverse colon lying rather high and straighter than one would expe 


taken after the bismuth meal with the patient standing showed a moder 


stomach. The colon, which was moderately outlined in gas, lay above the I 


ture of the stomach instead of looping downward below the greater curva 


stomach as one might expect 

Each of these patients has done well following operation. There ha 
no suggestion of vicious circle in any of the four and the patient in w 
no entero-anastomosis was made has done quite as well as the others. Ne 
theless, I feel that the entero-anastomosis is an added security when a 
loop has to be used. When one encounters a case of very short transvers 
mesocolon, it will probably not be discovered until the work on the st 
has been completed. Then when the omentum is lifted up with the « 
tation of drawing the transverse colon immediately into the wound, one se 
instead the large expanse of the posterior wall of the stomach covered on! 
a single leaf of the omentum. Posterior or anterior operation can easily by 
done. The posterior one would seem to be more desirable, especiall) 
omentum is of considerable size. But whether posterior or anterior operat 
is employed, a short loop of small bowel would seem undesirable becau 
the possibility of its being compressed by the descending colon. The qu 
of whether the entero-anastomosis should be added may seem a debatabl 
We have always added it in carcinoma cases where an anterior ga 
enterostomy had to be made high on the stomach wall. The ente: 
anastomosis, whether by suture or Murphy button adds very little t 
length of operation and may be the means of sparing the pati 
second operation. 


In one of the above cases a short transverse mesocolon was associat 


with a partial rotation of the colon. In the others no associated anat il 


abnormalities were encountered. 


4 STUDY OF THE MORTALITY IN APPENDICITIS* 
By Le Granp Guerry, M.D 


OF COLUMBIA, »&. 4 


LH esent LS¢ ( isecutive unselected erie 
cases with 16 deat 1 mortality over all of 0.54 it will be w 
while 1t we can Nil [ real meaning ot these neure 

| do not think hat | have ittended a urg\ i meeting in te 
which the question of appendicitis has been discussed, nor have 
surgical meeting in t ears in which the question r gastru ind 
ulcet ha t bee ISs¢ 

Che tollowing a hive reasol believe, that justify my present 


American Surgica \ ciation a paper concerned with the mort 


appen licitis 


1. Appendicit till by tar the most important acute abdot 


} 


that surgeons art ed upon to treat 


2, During the ye 325, in the United States and Canada, there 
were about 500.00 es ol appendiciti Ch hngure, 
approximation, 1t ot literally true: it not necessary that 


literal! y true 


3 Lut ny the ri Car and in the same area there were 
Ss OOO eatn Irol Cl IC] 
| | — c. ee a —, | | _ , 
1. Lhe death rate m appendicitis equals the combined death 
. —_ . 1; 1] ; . ] 
ectoph pregnancy, SaipInX, Yali-stones, pancreas, spleen and tii 


gland. It nearly equa the mortality from gastric and duodenal ulce 


tinal obstruction a1 sall-stones 


5. From a stu { the figures available at the Government But 
V ital statistics, it : early obvious that the death rate has Increase 
II per 100,000 of th pulation in 1920 to 14.4 per 100,000 of the 
in 1925. Ihis indicates a gradual rise of over 30 per cent 

lhe stud that we ire making doe > not represent the Composite VW 
some group or clinic, but has solely to do with my individual work thr 
the past twenty-fiy ( 

So much then t the background on which this study is based We 
ask you to nsider the study as found in group 1 

. ipp } 


Acute appendicit 688 


* Read tore the A in Surgical Association, May 19260 





Le GRAND GUERRY 


(a) We find that there are 1241 cases of chronic appendicitis oper 
with no deaths. Someone has said of this group of cases that thet 
only two kinds of appendicitis : acute appendicitis and appendicitis for 
only. In my opinion, this statement contains more of wit than of w 
lf there is such a diseased entity as an acute inflammatory proc: 
appendix, then there must be such a condition in which the acute proc 
become chronic, else, how would you classify that large group of cas 
have had a definite inflammatory outbreak, the acute attack subsicd 
patient never completely recovers until the so-called interval operati 
done, demonstrating an appendix that shows all of the earmar| 
inflammatory process that was once acute but is now more or less 
It seems to me just as logical to find a chronic inflammatory proc 
appendix as it is to find it in the gall-bladder, pancreas or elsewhere. | 
by whatever name you will, all of you know precisely what | am talking 

Of course, we do not expect mortality in this group of cases. Wher 


1 
] 


tality does occur, it is the mortality of some unforseen and untors 
calamity. 

In a series of cases of this number some of them will be found to ta 
surgical skill greatly. In the average case the operation is extremel 
in large stout people with the appendix deeply placed and inace: 
story may be quite different 

(b) Consider the acute cases. By the word acute we mean exa 
the term implies. Only the cases are here included that showed ce 
unmistakable evidence of an acute inflammatory disease. 

In this group is included every acute case up to the point 
When the appendix was ruptured, the case was included in the g1 
localized appendiceal abscess or in the group of acute diffuse perit 
In most cases of the acute group there were gangrenous patches varvi 
degree, present in the appendix. In this group there were O88 cases wit! 
death: a mortality of O.15 

(c) There were 570 cases of gangrenous ruptured appendices 


/ 


] 


the inflammatory process had become clearly localized. In this grou 


were four deaths; a mortality of 0.7. You will readily understand that 
group of localized appendix abscess cases of this number one woul 
nearly run the gamut of intraperitoneal suppuration. The absc 


would vary in size from that of a hickory nut to one that would extend 
the cul-de-sac of Douglas to the kidney fossa and above, reaching at time 
the left lower quadrant of the abdomen, | was quite surprised to find tl 
this group of cases there were only four deaths. 

(d) There were 85 cases of acute diffuse peritonitis seen for the 
time in this stage of the disease in which the operation was done imm« 
that the diagnosis was made. ‘There were seven deaths in the 85 cas¢ 
a mortality of 8.2. Later on we will have more to say about the manage 
of the cases in this group, for on their management hinges in large 
question of the mortality rate. 


284 

















isf } 
We 
upture 
TUs¢ 
+} ] 
{ { 
he |] { 


I 

We | 
deaths: & 
Oss { is 


nine case 


a mortalit 


t] 


1 
Lit 
r 
1 
ri 
CSE 
" 
1 
1 
1 
X 
CT) 


Wit! 








Le GRAND GUERRY 


Gangrenous, ruptured, localized abscess 570 { 
Acute diffuse peritonitis ee 5 ; 
\cute diffuse peritonitis, deferred operation. 123 2 
There is one series of cases in this grouping to which especial atte 
directed and the group is presented with that purpose in view. I refer 
series of 123 cases of acute diffuse peritonitis in which operation was de 
My view is that on the handling of these cases the question of the 
rate largely rests. The whole question of mortality naturally hing: 


cases seen for the first time on the third or fourth day of the attacl 


with acute spreading infection. It must surely have been genuine insig| 


the part of Ochsner, who laid bare the principle that one of the chiet 


in the dissemination of the peritoneal infection was the vermicular mover 


of the small intestine. Since in acute appendicitis with peritonitis, t! 


a constant regurgitation of the contents of the small intestine into the 
due to the closure of the inflamed ileocecal valve, the practice 
lavage, which empties not only the stomach, but the small intestine a 
has its foundation in a rational conception of the diseased process. The 
principle of this treatment is that we thereby secure a condition, approxi 
at least, of physiologic rest to the inflamed area, which gives Nature th 


she has been seeking to complete the localization of the infection. Ls 


emphasize particularly the point that none of these patients were operat 


immediately ; they were all treated as outlined by Ochsner. With two «¢ 


tions, all were safely operated on at a later date ; and in each case a gang 


or ruptured appendix, with pus, was demonstrated at operation. 


Contrast 85 cases of acute diffuse peritonitis operated at once with 


deaths, or a mortality of 8.2, with 123 cases of acute diffuse peritoniti 


ft) 


which operation was deferred, with two deaths, or a mortality of | 


sionally the Ochsner method has been supplemented by simple incisi 


drainage under local anesthesia, to relieve absorption from pus under ter 


These 123 cases in the statistics are included in the group of 570 | 
appendiceal abscesses; likewise the two deaths which occurred previ 


operation are included in the four deaths in the same series. Thess 


have been separated for the purpose of illustrating the difference betwe 
mortality when the cases of acute diffuse peritonitis were operated 


diately and when operation was deferred. Finally we will consider g1 


. ae v 
Chronic appendicitis 1241 0 0 
\cute appendicitis ’ O88 I 0.1 
Gangrenous, ruptured, localized abscess . 570 { ( 
Acute diffuse peritonitis S« ~ . 
Cases in extremis, abscess drained, ap- 
pendix not removed 0 3 22 22 
Appendix removed in the course of other 
operations , 300 I 
29059 10 0.54 
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In this group have been idded 366 cases in which the 
remove n the cor é 1t other operations Viat times th } ‘ 
been removed during the course of other perat ut there | 

, , : 
included in these 366 cases those appendices in wv h evidence 
tory disease was un! takable 

he group ha bearing on our study; it shows to wl 
remova the apy luring the cour the eratio1 ( 

ry ' f +] 
surgica | 11) resume ot ie entire WOTrK if ¢ ( 
only the est, but that | have heen able 1 T mplish in ti 
endeavo! It also \ that the n rtalit over all in 2650 « ; 
sented | 16 deaths i mortality of o 54 

In 1909, at the st t the late Dy Joh lunroe, of B t 
sented a paper on a endicitis, before the \mel n Medical A ‘ 


which | took substantially the same position then that | am taking 


regards the lanagenn t ot the cases r acute ppendicitis complicats 
presence litfuss ( tis m more Arn establishe 
evel bet ore in the that the se et ot the rtalit lie the 
= ; bas , ] > 

Operatiol l ippil ( » THIS pa ticulal proup inst 

We must ever KeeT) learly 1] M1! t] it lt the € cases we iTé 
append tis plus tl equent peritonitis 

If the thine for v ‘ , , Bo ; oS a 

I tne Ing | MV contentiol Made 1 reall L Principle la 
underlie the manag such « tio! then there should be 
field ot application t mply in relation to t] 1 r append t 
principle of deferre peration, broadly speaking, must be appl 
oreate rl leo f t} hole f Id ) , roe} roer\ } 
greater | Ss adevres e whole heid of emerges urgery\ if 

ae So — ' ‘ £ 4] f - 
should underlie ou inagemen [ the cases ot acute infections of 1 
bladder, duodenal u ectopic pregnancy, and | would go to the 
saying, in the presence of known penetrating, perforating wound 
abdomen, it i € tO operate on every case immediately they are see 
Some yéal vo pu hed a papel nm penetrating eunshot wound 
abdomen in which there were reported 27 cases with a mortality 
cent. I am perfect vinced that a number of these cases we re 
deliberately taking 1 necessary time to improve the patients’ ceney 


dition bet re pel if 


You cannot fi uate a rule that will fit all cases, when one trie: 


1 ‘ | ‘8 4 | | 1 
one pecomes ment vemated ihe heart Of the surgical Drobliet 
grasp the | IncIpl early that the method adopted will best serve tl] 


ot the individual case 


[ have tried to lx trank, explicit and, without ntrovers et 
establish a certain ba principle of surgical practice r surely out 
morass ot medical 1 ticism there must be in front of us some whet 
straight path of solid ground on which we might walk safely 





THE OPERATIVE TREATMENT OF THENAR PARALYSIs 


By Henry H. M. Lyte, M.D. 
Of NEw YorK, N .# 


‘THE purpose of this paper is to call attention to certain operati 
are valuable in the treatment of thenar paralysis. We assume that nerve suture 
has been tried or that it is impracticable. 


One of the difficult problems of reconstructive surgery has been to devise 
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a suitable tendon transplantation to replace the intrinsic thumb muscl 
functional loss of these muscles makes the thumb useless and ce 
75 per cent. of the efficiency of the hand. In thenar paralysis the thu 
back into the same plane as the other fingers and cannot be opposed 
Stiles, in 1922, stated that no satisfactory tendon transplant had_ beet 


devised to replace the intrinsic thumb muscles and advised an artht 


* Read before the American Surgical Association, May 24, 1926 
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the first carpo-met 
transplants are oce 
of the median nerve 


are not monly 


Phe type tT Ope 


or abst rik t 
of tenopla l in be 
if absent le 
fascial ri 
necessa®ry 

Phe }) Cel 
work has been Ste 
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tributors eing ( 


Germany, Kortzel 
cle vised 4 1 } ] { 
cial transp t and 


Tol “ape 


IOQIS, Otel el r 
his operation tor the 
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oppens 
thumb 


plasty or long 


all excellent tunct 
result. Cook's opet 


was described 


transplantatior 


extensol 


the distal end of th 
metacarpal he 

Ww 1) { ‘ . 

! Pasot i¢ 

Suriace and thet 

metacarp: ( oOo} e! 
been ats. 4 = aa 

lL caldit OW ( 


Ney p hed Cl 
extensor bre 
muscle to the flex 
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HENRY H. M. LYLE 


of the fingers and the intrinsic muscles of the thumb, transplanted th: 
longus into the extensor longus pollicis. The tendon of the paln 


passed through a pulley at the pisiform bone and then through the subcutane 


tissue to the long extensor tendon of the thumb. The pulley was n 
of a free tendon graft obtained from the extensor tendon of the to 
gives an oblique pull somewhat similar to Cook’s operation and lik 
power of opposition. 


In those cases where the thumb assumes the flexed position wher 





Fic. 5.—Before operatior he intrinsic muscles of the hand. Durat 
Note the thenar and hypothenar at: iy, absence of@thenar crease, flat palm and 
thumb which lies in the same plane as the other fingers. Compare with normal ha: 





to the fingers from lack of power of extension, the tendon which is to 


iT 


the opposition to the thumb can be attached to the tendon of the tendon extens 


longus pollicis at the metacarpo-phalangeal joint. The thumb will then proper! 


oppose the finger. 
The writer has employed both Steindler’s and Ney’s operations 
obtained very satisfactory results. 


The resulting pincer action of the thumb, though strong enough for ordi 
ary use is not quite powerful enough in some cases. In an effort to impr: 
this essential action we have tried to combine the advantage of Steindle: 


flexor plasty with the good points of Ney’s operation. 
\ g | \ | 
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The operation consist of two steps—1. The extensor-flexor plast 
2. The flexor plasty (Steindler) (igs. 3, 4, 5,6, 7 and 8). 

1. An incision is made o 
tensor brevis pollicis extendn ¢ 
insertion to a pomt where thi 
emerges from the posterior 
ligament, the tendon of the 
brevis pollicis is then divick 
level. An anterior incision 
the flexor carpi radialis at the 
made, the subcutaneous tissu 
neled obliquely from the dist 
the anterior annular ligament t 
sertion of the extensor brevis 
and the cut end of the exte1 
pollicis threaded through th 
passed under the annular liga 


sutured to the tendon of thy 


ment. ‘The palmaris longus, 1! 


and suthciently developed cai 


racialis (Figs. 1 and 4.) 


2. Flexor plasty. \ palm 





Soseat cabal ge “mtg Phe ; it from its insertion to a point 


lhe tendon sheath is opened and the tendon split longitudinally ; the outer 


is freed from its insertion and withdrawn from the sheath, the sheat! 





closed over the internal half lhe external half is carried subcutane 
ry 


around the outer side of the base of the first phalanx and sutured 


2Q9 
~/« 





carpi radialis above the annul 


ploved instead of the Hlexot 


incision 1s made over the tendor 


of the flexor longus pollicis, exy 


below the head of the first meta 


] 








be readily done as the previ usly pet ormed it Te ie a 
insertion 
flexor anchorage, ‘Thi 
fixed in pla té 
support removed on th 
twenty-firs l ( | 
and 4 

The author res. 
his operation tor the « , 
im which 1 eSsel 


, 
have a powerful pine 


action I aL ord 
case he employ 
simpler method 


Steindlet 





(One of our patient 


skilled wood carve 


turner, sustained ay thirteey ven ae ; ae ; 


thenar paralysi ] torced him to give yp ( e 4 





; 
lat abducted 
detoy if 1 
| 
‘ rT tive 
» 17 
OUS lInNk 
( { pos 
ne ction « 
‘ nn) ] 
\ Pictti¢ KOSS 
thi CllON 1S l t 
, ; 
erforming the cde 
it \ 
I ements, but 1 
ste the ; 
thumb is not restore In 1922, Stiles advocated this + lu 
a . lc Cated tf] ~ roce re, put 
that the operation on estored the pincer acti fo ll heht ol 
pit] ‘ LIdoT) iQ) Stal its I { ) 
In our hands th funet results from this eration | i 
til Lill (iD) t ) Licl \ ¢ °C T1 nreri 
those ot the te ndon al iscial transpla s 
; 
2. Free fascial ty nts. Wher 
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employed a free graft of fascia as a permane 





LYLE 


nt check-reign. ‘The 


passed from the distal end of the first metacarpal to the pisiform 


manner as to hold the thumb in opposition. 
his operation for “ ape hand.” He attempts to 
and fix the thumb in a functionating position « 
The operation consists of a lengthening o 
thumb, the fixation of the thumb in the posit 
transplant and a plastic on the palm. 


In 1924, Kortzeborn 
restore the hollow 

‘f Opposition. 

f the extensor tendo: 


ion of opposition by 


Tenoplasty is indicated in thenar paralysis after nerve inju 


nerve suture is impossible or has failed; as an 


ery in selected cases of delayed nerve suture 


poliomyelitis and in those cases of occupational thenar paralysis 


respond to treatment. 


Care must be taken to exclude syringomyelia, intramedullary 


spinal cord tumors, extra and paravertebral tun 


elbow-joint giving rise to nerve pressure, tumors of the nerves, 


SUMMARY 


1. Thenar paralysis is a serious functional 


2. This disability has not 


general surgeon that it deserves 


> 


3. Suitable tenoplasties have been devised 


of functional improvement. 


aid to hasten functio1 
‘ in suitable cases 
whi 
ind int 
1OTS, ¢ ervical ribs. lest 


] 


ET) 


disability. 


received the therapeutic attention 


which yield a high 


4. If tenoplasty is impossible fascial anchorage or an arthrod 
improve this otherwise hopeless condition. 
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FINNEY AND HANRAHAN 
consisting of inspissated material—yellowish pigment and quantities of mica 
\ smear of this material when seen under a microscope showed much cellul 
typical cholesterin crystals, measuring about one to one and a half millimet 
was neither hair nor any solid particles seen 
\ section of the cyst wall showed thinned and flattened squamous epit! 

ated from the bony shell by a very thin layer of connective tissue Ch 
d 


contained partially or completely atrophic dermal (mucous) glands, and 





sidered as representing corium The cyst wall, therefore, exhibits the typica 
a dermoid cyst. 

The patient was examined December 3, 1925, by Dr. Frank C. Wilson, B 
ham, Alabama, who found a cavity in the upper jaw extending to the midl 


cavity was lined with normal mucous membrane There was no evidence 





The possibilities regarding the origin of this cyst interested u 
Whether its epithelial nature is connected with dental structures or with on 
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of the ler 1 epithelial cysts, we cant e certait Phe 
of the question we e more definite were it n the to 
rhcea al\ t ¢ py the @ ictiol the teeth his 
possibilt n I rig which Mus ( ( ideres 
Phe Mo! he max la ire considered j 
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mel oO! i | 
found in the 
many small 
ot cells sé 
along the root 
the teeth. whi 
designated 
dental epithe 
debri 
wing's of 
that the ( 
groups are deri 
trom the 1 
trons 
epithelium wl 
vo to make uy 
enamel orga 
that dilatation 
th 5 
structures 
rise to the Variotu 
simple cysts 
In contact witl 
in the neig! 
hood of the 
these simple 

Pi 

multiple cyst 

the maxilla 

taining wa 1 | imperfect or well-f rmed teeth, appeal 

cases to be derived from these paradental structures and from the specialize 

mesodermal element er which the enamel organ exerts a formative 

Che sol urce of the entire gre cystic and solid malignant epithel 

growths arising in the maxilla is, according to Ewing. to be found in the p 

dental epil eliu | extent to which the dental tollicle itself is concert 

in the formation « dentiterous and dentigerous cvsts is uncertail 

is believed that the more compl wths arise from the original o1 

supernumerary dent icles. The transitions which may occur betwee 
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simple groups of paradental epithelium and true supernumerary 
gans will account in some measure for the variation in structure and 
of maxillary cysts. 


These cysts and tumors of the maxilla may be divided into two 


depending on their relation to the teeth. Adamantinoma and radiculo-det 


cysts are considered to be related to erupted normal or carious teeth.  ( 
dental and dentigerous cysts affect the tooth before its eruption, 
prevent its full development. 

Adamantinoma arises from the paradental epithelial débris. It 
solid, or cystic, or both. When solid, it may be very cellular and mal 
The cells vary from simple squamous epithelium to the more sp 
enameloblasts. In the solid form its appearance sometimes suggests a 
or spindle-cell sarcoma, but the peripheral arrangement usually indicat 
true character. 

The cystic form may be single or multiple, or there may be a 
form containing small cysts. The contents of the cyst may be serous, mu 
inspissated fatty or caseous material. Adamantinoma usually occurs 
adult, and there may be a history of extraction of a carious tooth. 

Radiculo-dental cysts are attached to the roots of normal or carious 


and are thought to arise from the deep paradental epithelial débris, 


liferation and dilatation of these structures. The smaller cysts may supput 


and, the epithelial lining being destroyed, appear as a small abscess. S« 


large cysts, apparently of this origin, have been described. Bland-Sutt 


encountered several, and his examinations confirmed Turner’s observatior 
fte , 


they are lined by stratified epithelium and also that the contents « 
tained cholesterine crystals. This structure has suggested a dermoid 
Larger cysts have also been described by Sirantoine, and Witzel believes 


they arise from dilatation of von Brunn’s sheath. This sheath is a cont 
lid 


79119 


tion of enamel epithelium over the root of the tooth, and is includ 
Malassez with the paradental débris. 
Corono-dental cysts, dentigerous cysts and odontoma usually occur 


young adult life, before the full development of the teeth has been reach 


Corono-dental cysts are usually small cavities, whose walls are lined 


“ 7 ] 


epithelium and into which project one or more deformed teeth. Dentiger 


cysts and odontomas include those cysts or solid tumors caused by an in 


re 


in number of more or less well-formed teeth. The cysts occur in vari 


forms. There may be cysts containing one or more teeth, or the teet! 
be multiple and usually deformed. The odontoma is made up of aggr 
of these teeth, sometimes with cysts. Localized growths of dental stru 


are related to odontoma. ‘The different forms doubtless present diffe 


modes of origin. When the normal tooth is absent, its follicle is pr 
the source of the origin of the tumor. When normal teeth are pre 
abnormalities may be traced to supernumerary follicles, or the less o1 


growths to the paradental epithelial débris. 
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CHOLESTEATOMATOUS CYSTS 
This briet resume of the cysts and tumors of dental origin is possibly 


necessary in order properly to evaluate the suggestion that the cvst 


case may be of dermoid origin. |] pithelial cysts are usually atheromat 
implantation or traumatic dermoids, congenital epidermoids or true fissura 
dermoids. It is to the latter variety that this cyst may be related 

The true fissural congenital dermoid is located in those regions 
body which can be considered subject to embrvonal disturbances of deve 





} 


ment Cheir common occurrence in the scalp, neck, back, along the median 


line of the chest and abdomen, sacral region and buttocks is in accord with 
their relation to embryonal fissures, clefts and junctures he cyst wall may 
present all structures of skin, including epidermis, dermis and dermal glands 

Of the more common dermoids, the intracranial variety is interesting in 
this connection, owing to the occurrence of the intracranial cholesteatomata 
Cushing, Horrax, and Bailey have fully discussed these unusual tumors 
which were called by Cruveilhier “ tumeurs perlées,” and by Bostroem, “ pial 
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epidermoide.” According to Ewing, the relation of the medullary groovy 
the ectoderm, the complex steps in the formation of the brain and ventricles. 
and the formation and union of the cranial bones give abundant sou for 
the development of epidermal growths within the skull. The interpret 

of these tumors is further complicated by the occasional tendency of en loth 
lial growths to copy the structure of cholesteatoma, and finally, traumat 
implantations of portions of ectoderm account for a small propor 





Fic 4 Contents of cyst, showing the rysta 1 character (riant é ir i 
f this material immediately after operation showed quantiti f typica 


intracranial processes. Bailey found that the favorite location for these colle 
tions of epithelial cells is in the pia mater around the base of the brain. The 
may project upward into the cerebello-pontine angle, the fissure of Sylvius 
between the frontal lobes, or into the third ventricle. They often occur extra 
durally under the parietal or temporal bones. Rarely, they may be found 
fourth ventricle or, more frequently, in middle ear cavity. Bailey felt that 1 
better example could be found of a tumor originating in a group of epithelial 
cells separated from its normal surroundings and developing autonomously. 
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CORRESPONDENCE 


ANTERIOR GASTRO-JEJUNOSTOMY 


Eprror ANNALS OF SURGERY 
Sir: 

There are some conditions in which | prefer, indeed am forced, to pert 
an anterior short circuit, for example, when the stomach 1s fixed 
sions, a not infrequent complication in deep ulceration of posterior ga 
wall; when the lumen of stomach is occupied by a large reactionary tu 
tion, the cardia segment generally remaining uninvolved; when hour-g 
contraction is met with necessitating, always, an opening in proximal porti 
and when the patient’s general condition demands a rapid, and comparat 
bloodless, operation. 

[ have found that anvthing which interferes with the mobilit 
stomach is, as a rule, a contra-indication to the posterior method sinc: 
organ cannot be drawn out sufficiently, through the meso-colic opening 
admit of its facile approximation to jejunum, and it is most essential that 
anastomosis should be made at a site on the gastric wall well abov 
diseased area which will not curtail subsequent movement of the unaff 
segment of the stomach. 


It is worthy of some reflection that the number of injured blood-ve 


encountered in the necessary incision on the anterior wall of the ere 
curvature do not, in practice, amount to one-half of those which hav 


dealt with in an incision through the posterior zone of the same 


if 
N 


The anterior operation possesses further advantages in that 
entail an opening through the meso-colon, and there is considerabl 
exposure and traction of viscera during operation with consequent 
dency to supervention of shock, not to add that an anterior gastro-ente: 
can be completed in much less time than can a posterior one. 

I find that vomiting after the anterior method is not any more accentu 
than after posterior gastro-enterostomy, and have proved that the mor 
rivets attention on not leaving any proximal jejunal loop, in either m 
the less the likelihood of any serious vomiting ensuing. 

Post-operative haematemesis is generally the result of defective surge 
and merits similar introspection as secondary hemorrhage after 
cure of hernia. 

The method which | employ in anterior gastro-jejunostomy is simila 
what I have for nigh thirty years practiced and advocated in the post 
operation (vide The Lancet, October 26, 1912), viz., primary approxim 
of serous coats by silk Lembert stays, frank visceral incisions, every bleedi 


point is seized by forceps and ligated with fine catgut, guided by inserti 


other silk Lembert stays at strategic distance the serous surfaces are unit 
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circular medium cats J. B vleticulous a lance of inclusi 


mucosa in any sill ture n my experience, a gual 
a subsequent pepti 

In botl meth | endeavor that, when the peration 1S col ud 
portion of jejunum p il to the a \ e snugly wit 
and without loop | l tl ( { eyunu 
peristaltic distention, v without semblance of pucker or kink hang 
downward ea nice fitting dre i pleasi et ta whicl re 
leaves the hap reflect that ** the wind fair tor Sparta ”’ il 
does this men fall t f rrect 

| have ( SO1 iStoul ny lisappeat 11 { I gastrin 
follow gastro-enterost ul peration which 1 mbination with 
quent rest in b | for nth, and strict milk glucose (plus a little a 
diet tor thirt la wed inother month ot ft nutritious 
one yeal I l equ { etul te ne ure 1 vast! Q luodenal 


CONTROLLING BLEEDING FROM THE CYSTIC ARTERY 


bleeding trom the « caused | lipped ligature or anomalou 
ANNALS ¢ cxxiii, p. 657, June, Toa 

The method co1 ompressing the structure which run 
hepato-duodenal liga inserting the lett index finger into the fora 
of Winslow and “h it up.” By t sa ciate: Sac, sea i 
a patient on the op » sebh 
— alten -s hort articl Dr. Duncan Par 


tormerly of New Orlear nd now ot Titusville, Pent lyvania, in whi 


cle scribes 1 I ce Lire ] ‘ ( «| “ 
tember, 192 t | dental urred to hi n a demonstrati 

a dog in | Irs erative surge! n the Medical School 
Universit bne cysi tery was accidentally cut an? he managed t 

it in this way and 1 He then deliberately cut the cystic arterv a nut 
I times al wa \ vy to secure the irtery\ hn every instance 


method cle ribed ! { recently told 1K that he had succeeds 
carrying 
secure an anomalou { artery betore utting the pedicle of the 
bladdet Lhe | eeaing W Drotuse ind the whol held was obscure | 

was able to control the eedil yy the method and without difficulty secu 


the vessel 





CORRESPONDENCE 


We looked up the matter at the time in the accessible literature, but 
to find any mention of it, as Doctor Fischer also stated. 


Doctor Bunts, of the Cleveland Clinic, mentions in an article on the gall 


bladder in /nternational Clinics (vol. iv, series 35) a case reported to him by 


a surgeon in which he had cut through the friable walls of the artery when 
tying it and it was with the greatest difficulty and after an alarming loss of 
blood that he was fortunately able to arrest the hemorrhage 
I believe this little expedient would have saved the surgeon much 
embarrassment. 
[ have thought the matter of sufficient consequence to call it 
attention, 
Yours very truly, 
FREDERICK \W. PAkHAM, 
New O) 
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